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ABSTRACT
COPING WITH TRAUMA:
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Ph.D.,

UNIVERSITY OF MASSACHUSETTS AMHERST
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:
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Ivey

Adolescents exposed to violence and life threat often
experience symptoms of post traumatic stress disorder
(PTSD).

One would think that adolescent males are exposed

to more violence and therefore would demonstrate higher
rates of PTSD,

however,

higher rates of PTSD and distress

symptoms have been found in females.

Rates of exposure,

psychological factors and cognitive style may mediate the
experience of violence in children and adolescents.
Attention to these variables might help to clarify whether
there is a difference across

sex in the experience of PTSD.

This study examined a sample of male and female
adolescents who reported exposure to community violence,

in

order to determine whether the males in the sample report
more exposure to violence and less PTSD symptomatology,
to explore the contribution of coping strategies,
developmental style,

and type of victimization to

differential experience of PTSD symptoms.
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and

cognitive

Results indicate that male adolescents may not
experience greater exposure to violence,

and they meet

criteria for PTSD less often than female adolescents.
Differences across sex in coping strategies appear to be
related to this phenomenon.

The data failed to support the

idea that differential experience of sexual victimization
across sex is related to the difference in PTSD diagnostic
status;

however,

this area deserves further study.

Support

for a relationship between cognitive style and sex as a
factor in differential experience of PTSD was neither
supported nor invalidated.

Initial data indicate a range of

cognitive styles. More sophisticated research regarding
trauma recovery process is required to further explore
these phenomena.
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CHAPTER 1
STATEMENT OF THE PROBLEM
Introduction
Urban adolescents, especially minority males, have
been facing an epidemic of exposure to violence. Guns are
the leading cause of death for African American males from
age 10 to 24. Homicide is the leading cause of death to
blacks between the age of 15 and 34 (Secretary's Task Force
on Black and Minority Health, 1985). The rate of violent
crime victimization in Chicago housing projects is two
times that for the city as a whole (Reardon, 1988 in
Garbarino, Dubrow, Kostelny, & Pardo, 1992). The homicide
rate in Harlem, New York City is 71.3 per 100,000, but only
27.5 per 100,000 for New York City as a whole (Terry, 1990
in Garbarino, et al., 1992).
Often, children exposed to violence and life threat
experience symptoms of post traumatic stress disorder
(PTSD)

(Pynoos and Nader,

1990). One might expect,

therefore, that adolescent males exposed to violence would
demonstrate symptoms of PTSD. Despite the difference in
exposure across sex in the literature, traumatic stress
studies actually have disagreed about whether there are
differences in experience of PTSD across sex (Berton and
Stabb, 1996? Pennoyer, 1995). Higher rates of PTSD and
distress symptoms have been found in females (Breslau,
Davis, Andreski & Peterson, 1991? Berton and Stabb, 1996?
Bailey, Davidson & McGruder-Johnson, 1996? Singer, Anglin,
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Song & Lunghofer, 1995), despite higher rates of exposure
to traumatic events for males (Breslau, et al., 1991;
Berton & Stabb, 1996), but in another study (Raia, Pedersen
and Dana,

1996) no difference in PTSD across sex was

documented. Pennoyer (1995) found that males who were
victimized were more likely to score high on dissociative
experiences. In one study younger girls reported more
distress than boys, but older children demonstrated no sex
differences in distress (Martinez & Richters, 1993).
Psychological factors and cognitive style may mediate
the experience of violence in children and adolescents.
Attention to these variables might help to clarify whether
there is a difference across sex in the experience of PTSD.
Males have been found to be more likely to endorse
statements that aggression is legitimate and that
aggression enhances status (Vernberg & Zerger, 1995).
Retaliation has been found to be associated with lower
anxiety in children exposed to community violence (Hill and
Madhere,

1996), but no sex differences were associated with

this variable. One study (Sparks,

1996) found that many

African American adolescent males exposed to community
violence use escape-avoidance coping processes more often
than non-victims. These adolescents use ways "to distance
themselves from feelings, use self-control to overcome
their reaction, and/or find ways to escape from thinking
about the potential risks to their safety"

(Sparks, 1996).

Since females were not included in this study, it is not
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known whether males exposed to community violence use
distancing and avoidance more than females.
This exploratory study investigates factors
contributing to post-traumatic stress responses in a sample
of male and female adolescents all of whom reported
exposure to community violence.

The goal of the study is to

determine whether the males in the sample reported more
exposure to violence and less PTSD symptomatology than
females,

and to explore,

interview data,

through qualitative analysis of

the contribution of coping strategies,

cognitive developmental style,

and type of victimization to

differential experience of PTSD symptoms.

It is hoped that

this investigation will lead to a better understanding of
the similarities and differences in how male and female
adolescents experience and cope with community violence.
Community Violence in Urban Settings
There has been growing concern about the extent to
which children and adolescents are exposed to violence
(both inside and outside the home)
effects of that exposure

and about the negative

(Garbarino et al.,

1992).

Significant numbers of children and adolescents in
urban environments are victimized, witness,

and participate

in life-threatening racial,

physical and sexual violence in

their homes,

and schools.

neighborhoods,

Including child

abuse and domestic violence as well as crime by strangers,
these events of violence together comprise community
violence as opposed to the violence of war.
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The fact that community violence is such an inclusive
concept has advantages and disadvantages. On the one hand
it counteracts the tendency to minimize or excuse violence
that occurs inside the home. An assault and battery between
unrelated adults is much easier to prosecute than is one
between a parent and child (children rarely see their
parents prosecuted for assault and battery), and until
recently violence by a husband toward a wife was considered
his prerogative. However,

some types of violence may have

different effects. For instance,

sexual abuse and rape,

while clearly violence, may result in more severe symptoms
of trauma than other types of violence. Or direct
victimization may differ from witnessing or vicarious
victimization. Differences across sex in the type of
violence experienced may result in differences in the
experience of trauma symptoms.

In addition, differences

between racially and non-racially based victimization may
result in differences in the experience of trauma symptoms.
Studies have assessed the exposure of children and
adolescents to various types of violence in urban areas,
and data from police and government records have yielded
statistics about the rates of victimization of youth
(Richters & Martinez 1993; Pynoos and Nader,

1990).

Exposure to violence in these studies ranges from 25% to
75% of inner city samples of children and adolescents and
covers events including witnessing weapons use, muggings,
shootings, murders,

stabbing and seeing dead bodies,
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and

severe domestic violence, as well as other forms of
violence. Exposure consists of direct victimization,
witnessing and vicarious exposure through hearing about
relatives or friends who have been victimized. The
experiences of adolescents in urban environments in the
United States have been compared to those of combat
veterans and civilians affected by war (Garbarino et al.,
1992).
Less attention has been given to involvement of youth
as perpetrators of violence in studies of exposure to
violent events. A major drawback of most of the existing
literature is that available instruments do not measure
degree of active involvement in violence, and the
conceptual framework has been that of identifying victims
only, rather than investigating the possibility of exposure
to violence involving active participation.
The issue of participation may be very salient to the
discussion of differences across sex in the experience of
violence and PTSD. Males are socialized to be ready to
fight if necessary and it is likely that the socialized
acceptance of violence results in greater tolerance of
violent experiences without psychological distress.
Psychological Sequelae and PTSD
Attention to lethal and life-threatening experiences
that children and adolescents face has prompted researchers
to explore the negative psychological effects of exposure
to community violence.

Initial studies have measured
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symptoms of distress, while others have focused directly on
symptoms of post-traumatic stress disorder. Clinical
researchers have also reported on effects including grief
and loss reactions, depression (Pynoos, Nader, Frederick,
Gonda and Stuber,

1987) and loss of hope (Oskin,

1996). A

range of psychological sequelae have been associated with
one subset of community violence, child abuse, including,
among other sequelae, anxiety based disorders, conduct and
impulse control disorders,
self-esteem.

as well as depression and poor

It has been suggested, however (Pynoos,

Frederick, Nader, Arroyo, Steinberg, Eth, Nunez, and
Fairbanks,

1987), that the variety of symptomatic responses

could be organized easily into categories of post-traumatic
stress symptoms.
Post-traumatic stress disorder is a diagnostic
category found in the Diagnostic Statistical Manual of the
American Psychiatric Association 4th Edition, that is used
to describe trauma survivors who exhibit a particular
symptom picture involving symptoms of avoidance, re¬
experiencing the trauma and arousal. PTSD symptoms are
thought to represent a biphasic response alternating
between hyp^r arousal and intrusive reliving of the event
on one hand, and numbing and constricting reactions on the
other (Lindemann,
1987).

1944; Horowitz,

1979; and Van der Kolk,

(The hyper-arousal is really qualitatively different

from the re-experiencing symptoms,

and has more to do with

anxiety and apprehension about the intrusive imagery and
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ideation.) The numbing and avoidance behavior is seen as a
coping mechanism, an attempt to "ward off recurrent
intrusive recollections of the trauma." Voluntary exposure
to re experiencing the trauma may also occur as a coping
mechanism,

"as an attempt to gain mastery"

(Van der Kolk,

1987).
Post-traumatic stress disorder is conceptualized as a
response to a single trauma, and for that reason is
somewhat problematic as a diagnostic category for those
exposed to chronic trauma. Judith Herman (1992) has
proposed a modification to the PTSD diagnosis and
diagnostic criteria for those who have experienced chronic
trauma, called complex PTSD, that identifies more general
alterations in affect, consciousness, self-perception,
perceptions of the perpetrator, in relations with others,
and in systems of meaning (Herman,

1992), but it has not

yet been accepted into the Diagnostic and Statistical
Manual of Mental Disorders. 4th edition (American
Psychiatric Association,

1994). Despite the limitations of

the original PTSD diagnosis, the traditional PTSD
symptomatology has continued to be useful for identifying
distress in those who report chronic trauma.
Those studying and treating trauma survivors have been
challenged to question whether it is appropriate to think
about PTSD as a disorder, or as a normal coping response to
life-threatening circumstances. The alternative approach
would involve greater attention to positive coping

7

strategies, issues of developmental process and the
influence of contextual factors to more thoroughly
understand the processing of traumatic events, to better
understand how adolescents may avoid being limited by the
effects of their experiences, and to better understand how
professionals can be of service to them.
Consistent with this approach is the analysis of
Ronnie Janoff-Bulman (1992) who found that many apparently
maladaptive responses to trauma function as strategies to
rebuild basic assumptions

(of the safety and meaningfulness

of the world and the worthiness of the self) that were
shattered by traumatic experiences.
It is somewhat ironic that PTSD symptoms are sometimes
found to be more prevalent in women considering the first
population diagnosed with PTSD was male combat veterans of
World War I. Stress responses were studied in children
during World War II (discussed in Richters & Martinez,
1993). Since then, PTSD has been studied in a variety of
populations, including victims of natural disasters,
victims and survivors of physical, emotional and sexual
abuse, rape, and now,

survivors of community violence.

Studies of PTSD in child and adolescent survivors of
community violence have found that the severity of symptoms
varies with proximity to the actual violence, with the
relationship to the victim, and with previous exposure to
traumatic events (Pynoos & Frederick, et al.,
and Newcomb,

1987; Hickel

1997). Two studies have demonstrated an
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incidence of PTSD in samples of urban adolescents,
29% of a 97
other

subject sample

(Pennoyer,

adolescents.

1995)

(Berton and Stabb,

one with

1996),

the

demonstrating 24% of a sample of

140

Statistical analysis indicated that in both

studies the extent of exposure to community violence
predicted PTSD scores or diagnosis.
Sex Differences in Exposure and PTSD
Research on variables associated with community
violence in adolescents have identified differences between
males and females in their exposure to violence and their
experience of PTSD symptoms and other symptoms of distress.
However,

the findings have been inconsistent,

& Stabb,

1996;

Breslau et al.,

1991)

some

(Berton

finding males at

greater risk for exposure and females at greater risk for
distress,

others

(Raia,

Pederson & Dana,
One study

1997;

Pennoyer,

1995)

finding no difference.

(Berton and Stabb,

1996)

found that minority adolescent males are exposed to

more violent crime than any other group;

however,

school with the highest rates of murder,

assault and

robbery,

in the

boys obtained low to mid-range PTSD scores, while

girls attending the same school had the highest PTSD
scores.

Another study exploring the relationship between

victimization and lack of hope

(Oskin,

1997)

found a

stronger relationship between these two variables for girls
than for boys,

and a study of PTSD and traumatic events in

young adults found that males are at greater risk for
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experiencing traumatic events,

but that females are at

greater risk for experiencing symptoms of PTSD
al.,

(Breslau et

1991).
Contradicting these findings are two studies,

one with

3 samples of students from 7th grade to high school
totaling over 1600 subjects which demonstrated a
significant association between total community violence
exposure and total PTSD symptoms,

but no significant

differences between sexes in the relationship between
exposure and PTSD symptoms
1997).

Pennoyer

(1995),

(Raia,

Pedersen,

and Dana,

using a smaller sample,

also found

a strong relationship between exposure and PTSD and general
distress with no significant effects of gender on PTSD
diagnosis.

However,

gender effects:

Pennoyer's study did demonstrate some

older males reported more conduct problems

than younger males and older females, males demonstrated a
strong positive relationship between personal victimization
and dissociative experiences,

and females met more criteria

pertaining to the diagnosis of PTSD than did males.
Dissociation
Dissociation is a phenomenon that in the clinical and
cognitive theoretical literature has been associated with
trauma

(Coons et al.,

Steinberg,

1994).

1989;

Fine,

1990;

D.

Spiegel,

1991 in

It is a psycho-physiological process

manifested by an alteration of normal integration of
memory,

identity,

environment

consciousness,

(DSM-IV.

1994).

or perception of the

Historically,

10

theorists have

disagreed whether dissociation occurs as a failure to
integrate as a result of exposure to trauma (Janet in
Putnam,

1991), or as a coping or defense mechanism serving

to protect against experiencing or re-experiencing the
trauma (Freud in Putnam,

1991).

Dissociation is thought to occur as a conscious or
unconscious coping strategy for managing the intrusive
stimuli of a trauma. Many of the avoidance or numbing
symptoms of PTSD are dissociative in nature (avoidance of
thoughts or feelings associated with the trauma,

feeling of

detachment or estrangement from others, amnesia for
important aspects of the trauma), and PTSD has been
postulated by Braun (1989) to fall on the continuum of
dissociative phenomena between dissociative disorders and
atypical dissociative disorder, with dissociative identity
disorder representing the manifestation of the most extreme
form of dissociation. Branscomb (1991), has, in fact,
documented a correlation between PTSD and dissociation as
measured by the Dissociative Experiences Scale and the
Perceptual Alteration Scale.
If there are differences across sex in experience of
PTSD, there may also be differences across sex in
dissociation. Differences in the type of dissociation might
be affected by the specific nature of the trauma,
differences in what the individual finds distressing, or
possibly by differences in gender socialization. Greater
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dissociation in males might account for a lack of
acknowledgment of traumatic experiences resulting in
reduced reporting of PTSD symptoms.
Cognitive Developmental Style and Dissociation
A trauma survivor's preferred cognitive developmental
style (and relative skill in types of mental processing)
may affect how successfully and in what modes of processing
he/she processes or dissociates intrusive traumatic
memories. The person who focuses on abstract analysis may
engage in processing of trauma that is characterized by
dissociation of affect. Alternately, someone lacking
abstraction and reflective processing skills may dissociate
knowledge of a traumatic event. Assessing DCT level may be
important in understanding the processing of the trauma,
and hence, the experience of PTSD symptoms.
Stress and Cooing
Coping, a concept developed by Lazarus and Folkman
(1984), is a response to perceived stress, defined as
"constantly changing cognitive and behavioral efforts to
manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the
person"

(Lazarus and Folkman,

1984). The concept emphasizes

management of stress, whether through concrete problem¬
solving of a situation, or managing the accompanying
negative emotions.
It has been suggested that sex differences in coping
may contribute to women's more frequent reporting of
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distress in response to traumatic events than men's
reporting. Thoits (1991)

summarized the explanations as 1)

women are socialized to be more expressive than men, and
therefore admit more emotional symptoms
Thoits,

(Newsman,

1984 in

1991), 2) women face more stressors in general, or

more severe, persistent stressors than men (Gove,
Kessler & McLeod,

1984; Aneshensel & Pearlin,

1972;

1987), and 3)

that women are more vulnerable, ostensibly because of
lacking coping resources such as self-esteem or sense of
mastery (Kessler & Essex,
Turner & Noh,

1982; Pearlin & Schooler,

1978;

1983).

Thoits (1991)

found that women were more likely than

men to use expressive strategies, while men were more
likely to be rational and stoic (think through and accept),
but she also found numerous exceptions and found no
difference in taking direct action. Women also were found
to use more coping strategies than men and to be more
likely to use escape/avoidant strategies if events were
perceived as controllable.

In Thoits'

was no control of type of stressor,

study (1991) there

so the generalizations

cannot be extended to survivors of community violence. A
comparison of coping strategies in male and female
adolescents exposed to violence might explain differences
in the experience of trauma symptoms.
Sources of Support
Interactive and social factors important in children's
resilience in dealing with stress and adversity include a
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secure attachment to the child's primary caretaker
1980 in Garbarino,
caretaker
1992),

et al.,

1992),

(Freud and Burlingham,

(Bowlby,

resilience in the
1943 in Garbarino,

et al.,

the presence of other supportive family members

(Werner,

1990 in Garbarino,

et al.,

1992),

and social and

community supports outside the family. A number of

studies

have demonstrated that the presence of one stable
relationship

(not necessarily the parent)

with maintaining normal functioning
1974).

Furthermore,

is associated

(Rutter 1979; Wolkind

children who cope successfully with

stress tend to have at least one close friend on whom they
rely for emotional support

(Garmezy,

1981 in Garbarino,

et

al.,1992).
Interestingly,

despite the importance for parents to

be aware of their children's emotional needs, many studies
of children and adolescents exposed to community violence
have shown parents to be poor reporters of children's early
trauma symptoms

(Burke,

Martinez and Richters,

1982 in Pynoos and Nader,
1993).

In one sample

1988;

"49% of the

parents reported their children never worried about being
safe, while none of the children said they never
worried"(Martinez and Richters,

1993).

Parent minimization

of children's distress may actually be indicative of a need
to see their family issues as manageable,

but it calls into

to question the coping mechanisms of parents who live in
the same violent neighborhoods as their children,
ostensibly teach their children to cope.
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Given the

and who

importance of verbally processing trauma as a means of
coping, and the child's need for social and emotional
support in order to assist that processing, assessment of
social support will be important in studies of coping with
community violence.
Adolescents are at a stage when establishing
independence from their caregivers and associating with a
peer group are important. One might expect adolescents
coping with adversity to use different sources of support
than younger children, but it is likely that social support
would still be important to provide the interpersonal
contact necessary for processing a traumatic event.
Differences in use of social supports across sex might
contribute to differences in the experience of community
violence and trauma symptomatology. For instance, males
might use social support for practical purposes,

such as

information or advice, while females might tend to use
social support for emotional support.

In addition,

involvement in support networks might carry both positive
and negative consequences. Males may obtain social support
from involvement in gangs which may increase their exposure
to violence. Females may experience a high cost of
providing support to members of the support network that
may overtax resources.

15

Research Questions
This study will endeavor to answer the following questions:
1) Do males report more exposure to community violence and
fewer PTSD and dissociative symptoms?
2) Does type of victimization, cognitive developmental
style, basic assumptions, coping strategies, or perpetrator
status have anything to do with the phenomenon?
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CHAPTER 2
REVIEW OF THE LITERATURE
Introduction
This chapter reviews the literature on adolescent
exposure to community violence, and develops a rationale
for investigating differences across sex in the experience
of community violence and PTSD,
events, DCT style,

and for investigating life

social support,

and use of coping

strategies as possible contributing factors in the sex
differences.
Children and Acute Trauma
Initial studies of non-adult populations exposed to
community violence focused on children who had experienced
a discrete violent event (Pynoos & Frederick et al.,
Terr,

1990). Terr's

1987;

(1990) clinical descriptive study of

children kidnapped from their school bus, reported reduced
involvement with the external world, constricted affect,
fewer interests and feelings of estrangement. The Pynoos
(Pynoos, Frederick, et al.

1987)

study systematically

measured PTSD symptoms in elementary school children after
a sniper attack on their school playground, finding that
the number of PTSD symptoms increased with proximity to the
violence, relationship to the victim and previous exposure
to traumatic events. This finding suggested that exposure
to an acute event may result in increased PTSD symptoms
even when children live in chronically violent areas.
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Children and Chronic Trauma
The focus in the literature changed from acute events
to studies of chronic exposure with the documented increase
in community violence in major cities during the 1980's
(Richters and Martinez,

1993). The homicide rate in Boston

had increased by 45% from 1989 to 1990, and increases had
also been seen in Denver, Chicago, Dallas, New Orleans, Los
Angeles and New York, with a record set in Washington, DC,
the murder capital of the country (Escobar,
Richters and Martinez,

1991 in

1993). That children were victims as

well as witnesses of this increase in violence is clear
from government statistics:

1300 children in the United

States died from abuse in 1993, a 50% increase in murders
of minors occurred between 1985 and 1988, a year in which
2000 minors were murdered in the US (Covington,

1995).

The Richters and Martinez (1993) study (NIMH Community
Violence Study) assessed children's exposure to chronic
community violence through use of questionnaires and
structured interviews of parents, teachers and children in
Southeast Washington, D.C. They found that younger children
(Grades 1 and 2) and older children (Grades 5 and 6) were
more likely to report having witnessed violence to someone
else than to have been victimized themselves. There was a
trend for higher levels of exposure to involve familiar
people among the children of less-educated parents. The
prevalence of exposure was high for both younger and older
children, especially for witnessing muggings, shootings.
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stabbings and seeing dead bodies, ranging from 26% to 45%.
Composite variables reflecting the total frequency of
victimization and witnessing violence were significantly
associated for boys, but not for girls. Parents tended to
underestimate the violence experienced by their children,
especially violence experienced by girls
Martinez,

(Richters &

1993).

The NIMH Community Violence Project found children's
victimization and witnessing were both associated with
symptoms of distress,

and found inconsistent effects of sex

(Martinez & Richters,

1993).

In younger children, girls

reported higher levels of depression, anxiety, intrusive
thoughts and sleep problems than boys, who reported
slightly higher levels of impulsiveness than girls (non
significant). In older children, however, they found no
significant differences between boys'

and girls'

depression

and anxiety. As with exposure, children reported more
distress than their parents reported about them. Also
interesting in terms of sex differences, older boys who
were rated by their parents as high on anxiety tended to
deny those symptoms. Their denial was significantly
associated with higher scores on bragging and boasting.
Studies in other cities have found similarly alarming
rates of exposure to violence for children. LA City law
officials estimate that 10 to 20% of the annual 2000
homicides are witnessed by dependent children (Pynoos &
Eth,

1985).

In a sample of inner city elementary school
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children

(Bell,

1991), 26% had seen someone shot and 29%

had witnessed a stabbing.

In New Orleans,

sample of children had seen weapons used,
had seen dead bodies

(Osofsky et al.,

over 70% of a
and close to 40%

1991). However, these

studies did not report differences in exposure across sex.
Adolescents and Community Violence
Statistics indicated that not only was the murder rate
rising in the 1980's,

but young adults were increasingly

involved in the violence.

One out of five teenage and young

adult deaths was related to gun use in 1988,

a rate

exceeding death by natural causes for White and Black
teenagers for the first time.

Disproportionately

represented in these statistics were Black male teens who
were 11 times more likely than White male teens to be
killed by guns

(Christofel,

1990 in Richters and Martinez,

1993). Confirming the greater degree of exposure to
violence in African American male adolescents.

(1996),

Sparks

found that 77.8% had experienced direct

victimization and 92.6% had witnessed violence.

Only 7.4%

had never been victimized nor had witnessed violence.
Pynoos and colleagues wrote about their clinical
findings with adolescents who had witnessed a parent
murdered

(Eth & Pynoos,

1994), noting that the trauma

"frequently precipitates the adolescent's premature
entrance into adulthood,

as the violent loss of a parent

propels the teenager into a false sense of readiness to
leave the home and community"

(Eth & Pynoos,

20

1994). Post-

traumatic acting-out behavior, such as school truancy,
precocious sexual activity,

substance abuse, and

delinquency, as well as poor impulse control and
reenactment behavior were also reported, indicating that
adolescents who witnessed violence were at greater risk to
engage in violent and/or risky behavior. Sex differences in
PTSD in adolescence were not identified by Eth and Pynoos
(1994).
Studies assessing adolescent exposure to chronic
community violence found rates of exposure similar to those
found with children. At a high school in Chicago, 23% of
students had witnessed a murder,

40% of the victims were

their friends or family. In Baltimore, teens screened for
exposure at an inner city health clinic experience 1.5
incidents of victimization. Twenty percent reported
experiencing serious threat to their lives

(Zinsmeister,

1990).
When considering factors contributing to chronic
traumatic stress responses, attention to the issue of
previous exposure to other traumatic events including, but
not limited to violence is an important issue that has been
largely ignored in the literature. Those children and
adolescents at greatest risk for exposure to violence are
also exposed to other traumatogenic events, including the
loss of a parent to illness, placement in foster homes,
etc. Breslau (et al.,

1991) found that early separation

from parent was an important risk factor in PTSD symptoms.
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and Pennoyer's study (1995)

found that physical illness of

a parent was also an important traumatogenic factor. One
can not assume that greater PTSD symptomatology is directly
tied to violence exposure without assessing the extent of
other stressful life experiences.
Sex Differences in Exposure and PTSD
Two studies of adolescents have documented a greater
degree of exposure of males to violence or traumatic
events, but a greater degree of PTSD in female adolescents
(Breslau et al.,
al.,

1995).

1991; Berton and Stabb,

In Detroit, Breslau et al.

1996; Singer et

(1991) found that

39.1% of the sample had been exposed to traumatic events
(not limited to violence, however). This study found that
young adult males were at greater risk for exposure to
traumatic events, but that race was unrelated (less than
college education and history of 3 or more early conduct
problems were also associated with exposure to traumatic
events). Over 23% of those exposed to a traumatic event
reported symptoms of PTSD. Risk factors for PTSD included
female sex, neuroticism, and early separation from parents.
Berton and Stabb (1996)

found a similar effect, with

male adolescents from a school with the highest rates of
murder, assault, and robbery reporting fewer PTSD symptoms,
and girls from the same school achieving the highest PTSD
scores. Berton and Stabb's study differs in method from
most others in that they based exposure on police reports
of incidence of murder, rape, individual robbery, and
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assault in the subjects'

homes or schools, rather than on

self-report. While this may be considered an objective
method of determining exposure,

actual experience or

perception of the events by the subjects is unknown (and
many incidents of violence never are reported to police).
Two studies, one of 1599 junior high and high school
students in Los Angeles (Raia, Pedersen and Dana,

1996),

and another of adolescents in New York City (Pennoyer,
1995),

found no significant differences between males and

females in their exposure to violence or in symptoms of
PTSD, although the Pennoyer study found that older males
had more conduct problems than younger males and females,
and females tended to meet more criteria pertaining to the
diagnosis of PTSD than males. Males also demonstrated a
strong positive association between personal victimization
and dissociative experiences, while females did not
(Pennoyer,

1995). Pennoyer differentiated between community

and family violence (and family verbal aggression) in her
methodology, and found that community violence was the
strongest predictor of PTSD diagnostic criteria.
At odds with Pennoyer (1995) and Raia, et al.

(1996)

studies, and supporting the idea that males and females
tend to be exposed to different types of violence, is a
study of 3,735 students in 9 inner-city and suburban high
schools

(Singer, et al.,

1995). Singer and his colleagues

found that although male adolescents tend to be victims of
physical violence, especially in large city schools, female
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adolescents were exposed to significantly more violence
within the home than were males. Furthermore,

sexual abuse

and assault were significantly higher for female
adolescents than for males

(Singer, et al.,

1995). Not

surprisingly, this study also found that being female was
the single best predictor of symptoms associated with
distress and trauma (depression,

anger, anxiety,

dissociation and PTSD).
One might suppose that closer relationship to the
perpetrator increases the risk of PTSD, and that since
violence in the home is usually perpetrated by someone
known to the victim, home violence may be more
traumatogenic than violence occurring outside of the home,
thus resulting in higher PTSD scores for females. In fact,
it has been found that closer relationship to the victim is
associated with increasing distress for adolescents,
especially if the violence is domestic
1997).

(Hickel & Newcomb,

It is also probable that sexual abuse results in

greater trauma symptoms than other forms of violence, and
that the violence most often occurring in the home may be
sexual violence.
The implication is that females and males experience
different types of violence. While previous studies on
community violence included sexual assault and domestic
violence, they may have been more successful in eliciting
reports of violence that occurred outside the home and that
was of a non-sexual nature. Perhaps social desirability
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results in under-reporting domestic and sexual violence, or
perhaps questions about types of violence that are more
likely to occur outside the home are over-represented on
the surveys of exposure to community violence.
The simplest explanation for the difference in
findings in the Raia, et al.
and the Singer et al.

(1996)/Pennoyer (1995)

studies

(1995) study is that the populations

studied may be quite different because of racial and
cultural differences. The Pennoyer (1995) study included
African-American, Latino and West Indian subjects and the
Raia, et al.

(1996)

study included African American,

Latino, Asian and only a very small portion of Caucasian
and Native American Indian students, while the Singer et
al.

(1995)

study, conducted in Ohio and Colorado, in inner

city and suburban high schools, included more White, EuroAmerican subjects.
There are other explanations for the different results
from the Pennoyer (1995)

and Singer et al.

(1995)

studies.

It might be that there really are differences in type of
violence experienced by males and females, and the
relatively small sample size of the Pennoyer study is
responsible for the lack of difference across sex in
exposure to community violence and reporting of PTSD
symptoms. The Raia et al study may not have found the
differences because it did not differentiate between
community and domestic violence.
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Another explanation is that females and males may not
actually differ in exposure to violence at home, but that
females are more apt to report home violence. It is
possible that males and females experience similar levels
of violence in the home, but of different types. Males may
experience higher levels of physical abuse, females higher
levels of sexual abuse, but they may have different levels
of consciousness about that violence, and therefore report
its incidence differently.
Socialization may also play a role in the tendency
toward higher levels of distress in females exposed to
traumatic events. Women are socialized to be more passive
in their coping style; they are not socialized to fight
back when assaulted. Furthermore, the literature suggests
that an active role in violent situations results in lower
state anxiety. One study found that perpetrators of
violence report less distress than victims, witnesses, and
those who only hear about violence or view violence in the
media (Hickel & Newcomb,

1997). A study on peer

victimization and attitudes toward violence found that
adolescent males were much more likely than girls to fall
into "perpetrator" classification, and somewhat more likely
to fall into the "perpetrator-victim" classification. Girls
were more likely to meet criteria for "victim" and
"neither" classifications

(Vernberg & Zerger,

1997).

Taking an active role when threatened, or "getting him
before he gets me" may result in less psychological

26

distress in the short term for males in particular
populations,

but greater risk of violence and physical

injury in the long term.

Examination of coping strategies

of male and female adolescents would help clarify whether
gender stereotypes are affecting coping style in this age
group.
Coping
Coping style has been conceptualized differently from
various theoretical viewpoints over the years,
from Darwinian,

psychoanalytic,

including

ego psychology,

Rogerian/self-actualization and developmental perspectives
(see Lazarus and Folkman,
for discussions).
trait or style,

1991 and Moos & Schaefer,

Traditionally,

something fixed,

1993

coping has been seen as a
but Lazarus and Folkman

see coping as a transactional process,

"constantly changing

cognitive and behavioral efforts to manage specific
external and/or internal demands that are appraised as
taxing or exceeding the resources of the person." Coping is
differentiated from cognitive style in that it is
purposeful, while cognitive style is more automatic.
Lazarus and Folkman also see coping styles as not
inherently value-laden,

but dependent on context for

meaning.
Lazarus

(1981;

Lazarus & Launier,

basic modes of coping:

1978)

described four

instrumental strategies

(actions

directed toward managing the threat or stressor),
intrapsychic strategies

(regulating or minimizing emotional
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distress),

inhibition of action (resisting taking action

when action would increase the likelihood of harm, danger
or moral conflict), and information seeking (instrumental
activity to prepare for action and to mobilize support).
A system of broader categories of coping includes the
distinction between cognitive and behavioral strategies to
manage a stressful situation (problem-focused coping) or to
manage related negative emotions
(Lazarus & Folkman,

(emotion-focused coping)

1984).

Moos and Schaefer (1993) have an alternative method
for categorizing coping strategies:

analyzing the person's

orientation toward the stressor, differentiating between
approach and avoidance domains, and identifying the method
of coping, differentiating between cognitive vs. behavioral
strategies. This system results in four basic types of
coping processes: approach-cognitive, approach-behavioral,
avoidance-cognitive, and avoidance-behavioral.
Cognitive approach coping involves analysis and
positive reappraisal, while behavioral approach coping
consists of seeking guidance and support and taking
concrete action to deal directly with a situation or its
aftermath. Cognitive avoidance coping consists of
strategies that deny or minimize the seriousness of a
crisis, but also accepting that a situation can not be
changed. Moos and Schaefer (1993)

include in behavioral

avoidance coping replacing losses by involvement in new
activities, venting feelings, acting impulsively, and
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taking medications, however Lazarus and Folkman's Ways of
Coping questionnaire categorizes venting of feelings to the
offending person as confrontation (Folkman & Lazarus,
1988), venting to others as social support, both of which
Moos and Schaefer categorized as behavioral approach
strategies

(1993).

The logic of including venting in a behavioral
avoidance category is not entirely clear. This system of
analysis seems to de-emphasize methods of confronting and
working through emotions related to a stressful event, and
tends to classify such strategies as avoidant rather than
"approaching." Use of such a classification in developing
an instrument is likely to result in identifying women, who
tend to engage in more active emotional processing, as
"behaviorally avoidant."
Thoits,

(1991) described findings of sex differences

in coping that she identified in adults. Other adult
studies (Stone and Neale,

1984 in Frydenberg & Lewis,

1991), though less consistent, indicate that women use more
distraction and catharsis,

and are more likely to rely on

social support (Heppner, Reeder and Larson,
Lazarus,

1983; Folkman &

1980).

Fairly consistent differences across sex have been
found in the use of social support, which may relate to
gender difference in the willingness to seek and comfort
with support, to interact with others and to discuss
problems

(Hobfoll & Vaux,

1991). Hobfoll and Vaux's review
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of the social support literature indicate that women have
been found to be more skilled in the support process
(Sarason & Sarason,

1985; Sarason et al.,

1986), to spend

more time in social networks, sharing feelings and personal
concerns, and to report receiving more support than men
(Burda, Vaux & Schill,

1984; Stokes & Wilson,

1984).

Greater involvement in social support networks has its
disadvantages, as well. Women may be at greater risk for
stress because they may provide more support than they
receive (Riley & Eckenrode,
Hobfoll & Vaux (1991)

1986 in Hobfoll & Vaux,

1991).

give an example from Coyne, Ellard &

Smith (1990) of a study of recovering heart patients. Men
went home and received support; women went home and became
support providers.
Sex differences in coping have also been identified in
adolescents. Patterson & McCubbin (1987)

found that girls

use more social support and invest in close friends, but
also engage in problem solving, and are more self-reliant
than males, while males use more humor. Frydenberg & Lewis
(1991) also found that girls seek more social support and
are more likely to focus on relationships. Girls were also
found to use more strategies related to hoping for the best
and wishful thinking. These findings support Gilligan's
(1982) work on women's relational behavior.
The Lazarus and Folkman Ways of Coping Scale (Folkman
& Lazarus,

1988) identifies 8 different types of coping,

which Moos and Schaefer (1993) organize according to four
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major types. Classified under cognitive approach strategies
are positive reappraisal, accepting responsibility and
self-control.

Seeking support, problem solving and

confrontation are classified under behavioral approach
strategies, distancing under cognitive avoidance strategies
and escape-avoidance under behavioral strategies.
There is a tendency in the coping literature to assign
hierarchical value to coping strategies and to attempt to
determine whether particular types of strategies are
associated with better mental health or greater efficacy of
coping (Aldwin and Revenson,

1987; Felton & Revenson 1984;

Mitchell, Cronkite & Moos 1983; Mitchell & Hodson,

1983).

Such an approach ignores the process characteristics of
coping, and disregards Lazarus'

and Folkman's

(1987)

argument that the appropriateness of coping strategy
depends on the context, and that the same type of coping
strategy might be very healthy in one situation and very
unhealthy in another. An example is someone grieving the
violent death of a family member. Avoidant strategies at an
early stage may interfere with the person's abilities to
work through guilt or conflict about the relationship with
the deceased, but later in the bereavement process,

after

working through such conflicts, strategies aimed at
reconnecting the person to positive activities and a future
orientation, would be very appropriate and healthy.
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Coping and Trauma
Another way of thinking about coping strategies,
especially in reference to community violence, is to relate
them to PTSD symptomatology, and the process of recovery
(Herman,

1992). At each stage of recovery different coping

strategies may be emphasized.
Herman identifies establishing safety, mourning and
remembering losses associated with trauma, and reconnection
as three major stages of trauma recovery. For those
experiencing acute hyper arousal and intrusive reexperiencing of the events, escape-avoidance, distancing
and self-control would be expected to be fairly common
coping strategies. These strategies would continue to be
important during the process of mourning and reconnecting,
but the individual may begin to engage in support seeking
and problem-solving. A trauma survivor in the early stages
may engage in confrontation when they have poor impulse
control and experience hyper arousal, but later on in
recovery, may engage in appropriate confrontation to
resolve conflicts with others. Accepting responsibility is
likely to be associated with the end of mourning and
remembering, and with reconnection, while positive
reappraisal is more likely to be associated only with
reconnection. It is also possible that differences in
coping strategies across sex might result in differences in
the experience of recovery from trauma.

32

Coping strategies in adolescents exposed to community
violence have been studied in a sample of African America
adolescent males

(Sparks,

1996). Sparks found that the

majority of her subjects use confrontive, distancing, selfcontrolling, escape-avoidance and planful problem-solving
coping strategies. Sparks concluded that in dealing with
violent provocation, these young men,

"1) use aggressive efforts to alter the situation, 2)
attempt to regulate their own feelings and actions
while in the midst of a violent encounter, 3) employ
wishful thinking and/or behavioral efforts to escape
or avoid the emotional reaction associated with the
situation, while simultaneously, 4) using cognitive
efforts to detach oneself and to minimize the
significance of the encounter, and 5) usually make a
plan of action and stick to it." (p. )
A large majority (85.2%) of the subjects in Sparks'
study (1995) also used positive reappraisal as part of
their coping strategies. Three fourths reported seeking
social support

(peer) when dealing with the emotional

reactions after a violent incident, but indicated a
perception that there was no benefit from talking about the
incidents with counselors or adults. Three-fourths of the
sample reported feeling at least partly responsible for the
violent encounter.
Sparks found that apart from escape-avoidance coping,
directly victimized and non-victimized young men did not
differ in their coping strategies. Victimized young men and
those who have witnessed violence use escape-avoidance
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strategies significantly more often than young men who have
not been previously victimized or who have not witnessed
violence.
The Sparks study also found that young men directly
victimized reported significantly greater distress and
endorsed more symptoms than non-victims. The only
significant relationship found between coping and symptoms
of distress was a correlation between distance coping and
distress related to interpersonal sensitivity. In other
words, those young men who distance themselves as a coping
strategy,

are likely to be bothered by people when

interaction is required. A study of the PTSD symptoms and
coping strategies of both males and females exposed to
community violence might indicate factors contributing to
differential experience of stress and trauma across sex.
Dissociation
A phenomena associated with trauma reactions that
seems to function as a coping strategy with intrusive re¬
experiencing of traumatic events is dissociation.
Dissociative experiences have been conceptualized as
ranging on a continuum from normal everyday occurrences of
spacing out or highway hypnosis to extreme dissociative
states resulting in multiple personality disorder (Braun,
1989). Dissociation may involve disintegration of one or
more modes of cognitive functioning: sensory, affective,
behavioral and knowledge processing: dissociation of affect
and sensation underlies hypnotic anesthesia, dissociation
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of behavior is manifested by automation, dissociation of
knowledge is amnesia, and dissociation of all domains
results in multiple personality disorder (Braun,

1989). We

can conceptualize dissociation as a coping strategy when it
is intentional, and as an automatic trauma symptom when it
is not.
Dissociation,

as it relates to trauma-related

pathologies, involves amnesia, depersonalization (sense of
detachment from the self, out of body experiences,

loss of

affect), derealization (sense of surroundings as unreal,
distortions of perceptions of space and time), identity
confusion and identity alteration (Steinberg,

1994).

Absorption, or attention that is so focused that one is
unaware of surrounding events, and other types of
imaginative involvement also have been suggested as
dissociative phenomena (Carlson,

1994).

It is possible that, due to socialization, perhaps men
exposed to community violence, are more likely than women
to dissociate distressing affect because of discomfort
talking about, feeling or processing affective material.

In

view of the prevalence of use of distancing and
escape/avoidance coping strategies in the Sparks
study,

(1996)

such a hypothesis is reasonable.

Dissociation in adolescence may differ from
dissociation in adults because many dissociative-like
experiences,

such as identity confusion and periods of

depersonalization and absorption in one's imagination, are
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thought to be normal in adolescence (Armstrong et al.,
1997). Dissociation associated with extreme trauma
responses,

such as compartmentalization of affect, behavior

and memory are, on the other hand,

likely to interfere with

the adolescent developmental task of creating a sense of
self (Armstrong et al,

1997).

Cognitive Style and Coping with Trauma
Cognitive developmental style, or the individual
preference for a particular way of understanding and
interpreting the world is another factor that may impact
the coping strategies used and the experience of trauma and
dissociation.
Dissociation is thought of as a disintegration of the
normal integration of mental functions of sensation and
affect, behavior, abstract and reflective cognition (BASK
model, Braun,

1989). This construction may relate to Ivey's

neo-Piagetian Developmental Counseling and Therapy (DCT)
theory (1986) that identifies individual preference for
cognitive behavioral styles for all ages adapted from
Piaget's stages of cognitive development (sensorimotor,
concrete operational,

formal operational, and a fourth

added by Ivey, dialectical).
On the sensorimotor level, the person experiences
emotions and sensation with limited ability to talk about
them, but intense concentration on the "here and now."
Someone with a concrete style concentrates on situational
descriptions, step by step events, beginning to describe

36

consequences of actions, but not finding parallels across
situations. They are beginning to be able to identify
causation. At the concrete level,

someone may be emphasize

confrontive, practical social support seeking and problem¬
solving strategies. At the formal operations level or
style, the person focuses on the abstract meaning of
events, and is able to analyze patterns across situations.
The person at this level might engage in greater use of
cognitive strategies,

such as problem reappraisal,

accepting responsibility as well as problem-solving coping
strategies. The dialectical/systemic style involves the
ability to understand one's position within a system, and
to appreciate the impact of larger systems on the
individual,

and to understand differing perspectives of

various positions within a system.
Each of these cognitive styles involves a paradigmatic
approach to the world that is largely unconscious, but that
can be altered or developed through experience, including
therapy.
A trauma survivor's preferred cognitive developmental
style may affect how he/she processes trauma, and what
coping strategies may be used, including dissociation. A
traumatic response may also involve returning to earlier
stages of cognitive development as the person proceeds
through the recovery process.
For instance, at the stage of acute symptomatology of
PTSD, the affective and somatic re-experiencing of the
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event may result in an emphasis of sensorimotor type coping
(escape/avoidance, distancing, self-control). Those with
poor self-control skills may engage in risky confrontive
behavior. As one begins to process the experience,
understanding what happened, the person is preoccupied with
step by step narratives of the traumatic event. At this
concrete stage, use of social support is important,

as well

as confrontive, practical social support seeking and
problem-solving strategies. As the person develops a sense
of the factors contributing to the violent incident,
(if/then thinking-late concrete operational), they may
engage in planned confrontive behavior or more planful
problem solving. As the person establishes

(or attempts to

establish) a sense of meaning about the events (formal
operations), they may engage in problem reappraisal and
acceptance of responsibility. At the dialectical/systemic
level they would be able to appreciate the perspective of
others involved in the incident and the impact of larger
social issues (poverty, racism), and be more able to begin
refocussing their attention to other parts of their life,
rather than maintaining focus on the traumatic event.
For chronic exposure to violence and trauma, it is
likely that adolescents would maintain a concrete cognitive
style. The demands of the environment would require them to
attempt to attend to the practical issues of maintaining
safety in unsafe surroundings. Resources would be less
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available for the luxury of analysis and meaning-making,
although it is likely that for many,

the systemic nature of

poverty and violence would be unavoidable.
A preferred cognitive developmental style is likely to
make some parts of the recovery process easier than others.
Likewise,

a preferred style may affect the type of

dissociation that might be engaged in as a coping strategy.
The person who focuses on abstract analysis may engage in
processing of trauma that is characterized by dissociation
of affect. Alternately,

someone lacking abstraction and

reflective processing skills may dissociate knowledge of a
traumatic event.
Differential socialization according to sex and gender
may result in sex differences in cognitive style.

It would

be reasonable to hypothesize that while the majority of
adolescents will demonstrate a concrete style,

the

socialization of males to analyze may result in more males
than females demonstrating a formal style.
females'

However,

socialization to be sensitive to others'

points of

view may result in greater numbers of females than males
demonstrating a preference for a dialectical/systemic
approach.

Differences in cognitive style may result in

differences in coping strategies and in reporting of PTSD
symptomatology.
Summary
The study's primary question of whether males
experience greater exposure to community violence,
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and yet

experience fewer PTSD symptoms than females, as has been
demonstrated in some of the literature, may be explored by
examining factors such as differences in types of exposure
(sexual versus non-sexual, domestic vs. non-domestic),
differences in coping strategies, or differences in
attitudes toward violence and basic assumptions about the
world and safety, that are likely to be related to
differences in gender socialization. In addition,
differences in cognitive developmental style may also
relate to differences in coping with violence. Utilizing
both qualitative and quantitative methods the following
hypotheses will be explored.
Hypotheses
1) Males adolescents will report more exposure to community
violence and fewer PTSD and dissociative symptoms than
female adolescents.
2) Males will report more use of self-controlling coping
strategies than females.
3) Males will report less use of seeking social support
coping strategies than females.
4) Males will report more use of problem-solving coping
strategies than females.
5) Males will report less sexual victimization than
females.
6) Males will differ from females in their cognitive
developmental styles.

(More males than females will
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demonstrate formal operational cognitive style, more
females than males will demonstrate dialectical/systemic
cognitive style).
7) Subjects with different cognitive developmental styles
will differ in their use of coping strategies.
8) Subjects with different cognitive developmental styles
will differ in their experience of PTSD symptomatology.
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CHAPTER 3
METHODS
Introduction
This chapter provides a detailed description of the
research methods and statistical analyses used to test the
hypotheses listed in the previous chapter. The chapter
describes the study design, the participants,
instrumentation, procedures, including qualitative
analyses, and the statistical analyses performed.
The theoretical nature of many of the hypotheses
necessitates that this study determine the viability of the
variables which are unsupported by previous empirical
research. Proposed modifications in procedure for future
research will be discussed in Chapter 5.
Study Design
This is a comparative means study in which life
events, exposure to community violence and dissociation are
compared in subjects meeting criteria for PTSD and in those
who do not meet criteria for PTSD. Frequency of exposure to
sexual and non-sexual violence, average frequency of PTSD
symptoms, cognitive developmental style, and coping
strategies (confrontation, self-control, seeking social
support, and problem-solving) were compared across sex.
Inclusion in the PTSD group was based on achieving an
average score of 3 or above on the Impact of Events ScaleRevised (Zilberg et al., 1982). Achieving such a score
indicated moderate experience of symptoms of avoidance of
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trauma cues, re-experiencing of the traumatic event, and
hyper arousal, the three major symptom categories in the
Diagnostic-Statistical Manual of the APA.
Interview data of the clinic sample was analyzed
qualitatively for cognitive developmental level of
narratives, basic assumptions, content of coping
strategies,

subjects' theories about violence and youth,

and support network orientation. These results were
analyzed in conjunction with scores from the
questionnaires.
Participants
Participants in the study were 20 adolescents

(12

females and 8 males) ranging in age from 15 to 18 years old
(mean age = 15.6 years).

Subjects came from three sites: a

public vocational high school, clientele of a local Child
Guidance Clinic, and one was a high school student working
part time at the clinic doing clerical work. Subjects had
expressed interest in the study after announcements had
been made in their classes (for the high school students),
and in therapy sessions

(at the clinic). All twenty

reported having been the direct victim of, witnessing, or
hearing about someone victimized by community violence. The
smallest number of events reported by one person was 4 and
the largest was 17. The racial and ethnic background of the
participants was generally mixed and diverse. Subjects
included 7 Black students, 2 White students,

1 Hispanic

student, 2 White and Native American students, 3 Afro-
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Caribbean students,
American,

4 biracial students:

1 Black/White student,

1 Black/Native

1 Pacific Islander/White

student, and 1 Hispanic/East Indian student.
Instrumentation
The following instruments and questionnaires were used
in the study (see Appendix B).
Demographic Questionnaire
A questionnaire constructed by the author elicited
information about the subject's age, grade, racial/ethnic
background, primary language, grades in school, primary
caretakers

(relation, age, education and income), and

involvement with police, Massachusetts Department of Social
Services, Massachusetts Department of Youth Services,
previous or current counseling and hospitalizations.
Life Events Scale
The LES (Diamond, unpublished) measures the frequency
and severity of stressful life events to which inner city
children may be exposed.

It consists of 47 items in the

child report version, and 55 items in the parent report
version. Subjects are asked to report whether each item has
occurred within the last six months, and to report for each
item on a 5-point Likert scale the degree of upset
experienced in regards to that event. Reliability data is
not available at this time.
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Brief Version of Survey of Children1s Exposure to Community
Violence (BSCECV1
The Survey of Children's Exposure to Community
Violence (Richters and Saltzman,
and Martinez,

1990 as cited in Richters

1993) assesses the frequency with which a

child has been victimized by, has witnessed, or has heard
about 20 forms of violence and violence-related activities
in the community (explicitly not including media exposure).
For each positive response, the questionnaire includes
context questions about (1) where the violence took place
(in or near school versus home),

(2) who perpetrated the

violence (ranging from stranger to family member,

(3) who,

if not the child, was victimized (ranging from stranger to
family member), and (4) when the incident occurred (ranging
from 1 week ago to more than 5 years ago).

There is a

parent report version and a child report version.
A shortened checklist version of the survey was
developed with permission (Richters, personal
communication) that asks for 19 types of violence whether
the subject has seen the type of violence, to whom the
violence happened (subject, someone they knew or stranger)
and how upset the subjects were.

In addition, the short

version asks if there was a situation not listed on the
checklist that happened in which the subjects were very
scared or thought they would be hurt badly or die, and how
upset they were by the event. The questionnaire also asks
how old the subjects were when they first experienced a
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violent event, when was the most recent incident of
violence they experienced as a victim, witnessed or heard
about, an estimate of the number of times violent events
occur, who perpetrated the violent actions (adult, teen or
child, family, acquaintance, friend or stranger), and to
whom they happened.
Impact of Events Scale-Revised (IES-R)
The IES-Revised (Zilberg et al., 1982) is a selfreport measure that asks respondents to rate the frequency
of occurrence of

symptom statements on a 4-point Likert

scale (0=never, l=rarely, 3=sometimes, and 5=often). The
IES-R items parallel the diagnostic criteria (in the DSMIIIR) for post-traumatic stress disorder: avoidance,
intrusion and hyper arousal,

eliability data is available

for the original IES subscales of intrusion and avoidance
(Cronbach's alpha for intrusion =.79, and for avoidance =
.82).
Adolescent Dissociative Experiences Scale (A-DES)
The A-DES (Armstrong, Putnam, Carlson, Libero, and
Smith,

1997) is a 30 item self-report measure of frequency

of a variety of dissociative experiences including:
amnesias, absorption and imaginative involvement,
depersonalization, derealization, dissociative identity,
and dissociative relatedness. The subject is asked to
indicate how much of the time each experience happens to
him/her (from 0%=never to 100%=always). The A-DES is
designed to screen for and quantify dissociative-
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experiences in adolescents, ages 11-20. The Spearman-Brown
split-half reliability for the A-DES is .92 (p,.00001). The
Cronbach alpha coefficient for the whole scale was .93
(p,.05). Cronbach alpha coefficients for subscales are as
follows: amnesia = .85, absorption = .72, passive influence
= .73, and depersonalization/derealization = .82. Testretest reliability data has not yet been assessed.
Ways of Coping Questionnaire
The Ways of Coping Questionnaire (Folkman & Lazarus,
1988) is a 66 item questionnaire that asks respondents to
rate to what extent they used a variety of cognitive and
behavioral coping strategies in dealing with a particular
stressor. The WOCQ utilizes Likert scale from 0 to 3, where
0 indicated the strategy was not used and 3 indicated it
was used a great deal. The WOCQ consists of 8 subscales:
confrontive coping, distancing, self-controlling, seeking
social support, accepting responsibility, escape-avoidance,
planful problem solving and positive reappraisal.
Confrontive coping involves aggressive efforts to
alter the situation and suggests hostility and risk-taking.
Distancing refers to cognitive efforts to detach oneself
and to minimize the significance of the situation. Seeking
Social Support describes strategies to obtain informational
support, tangible support, and emotional support. Accepting
responsibility involves acknowledgment of one's own role in
the situation, and also involves attempts to rectify the
situation. Escape-avoidance refers to wishful thinking and
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behavioral strategies to escape or avoid the problem. These
strategies differ from those in the distancing scale which
have more to do with detachment. Planful Problem Solving
consists of deliberate problem-focused efforts to change
the situation and an analytical approach to solving the
problem. Positive Reappraisal consists of efforts to
"create positive meaning by focusing on personal growth,
and has a spiritual component.
According to Folkman and Lazarus (1988), traditional
test-retest estimates of reliability are inappropriate for
the Ways of Coping Questionnaire (Folkman & Lazarus, 1988)
because it measures coping processes, which, by definition,
are variable. They suggest that reliability can be
evaluated by examining the internal consistency of the
coping measures, estimated with Cronbach's coefficient
alpha. The alpha coefficients for the eight scales range
from .61 for the Distancing sub scale, to .79 for the
Positive Reappraisal sub scale. According to Folkman &
Lazarus, these are higher than the alphas for most other
measures of coping processes. Billings and Moos (1981,
cited in Folkman & Lazarus, 1988) explain that internal
consistency estimates of coping measures are generally low
because in constructing coping measures, researchers try to
"minimize item redundancy within each coping category which
results in groups of relatively independent clusters of
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coping strategies within each category." Factor structure
is fairly consistent across populations (Folkman & Lazarus,
1988).
Cognitive Developmental Questionnaire/Interview (Community
Violence Questionnaire/Interview
The cognitive developmental questionnaire was
constructed by the author for this study as a structured
interview format. The questionnaire was designed to elicit
narrative description of at least one experienced violent
event and to evoke processing of the event at each of four
cognitive developmental levels developed from the Piagetian
cognitive developmental levels by Ivey (1986) as cognitive
styles: sensori-motor, concrete operational, formal
operational, and dialectical/systemic.

The questionnaire

was based on a similar structured interview developed by
Ivey & Ivey (unpublished) for use with children. The
interview questions were designed to be administered either
verbally, as an interview, or as a written questionnaire.
Five subjects were interviewed at the Child Guidance
Clinic, and 15 at Putnam High School wrote their responses
to the questions which were administered to groups of two
to four students at a time. Questions were read aloud to
the students.
Questions designed to elicit narratives at the
sensori-motor level ask for somatic and emotional
descriptors. At the concrete level, questions ask for step
by step narratives of what actually occurred. At the formal
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operations level, subjects are asked to think of a similar
event, to draw parallels across events, and to comment on
the meaning of the event(s) for them. At the dialectical/
systemic level they are asked to tell the story of the
incident from another person's perspective, to comment on
their theory about the relationship between violence and
adolescents, and to comment on whether and how violence may
be a problem for teens. The narratives are analyzed
according to content criteria and coded according to the
dominant developmental level demonstrated.
Procedure
Permission was obtained from the Springfield School
Department and the principal of Putnam High School to
collect data at Putnam High School. Students in
cosmetology, culinary arts, and printing shop classes were
informed of the study. Interested students brought home a
consent form to their parents, and upon returning it,
completed the questionnaires in groups of two to four.
Students who were 18, were able to sign the consent forms
without a co-signature of a parent.
At the Child Guidance Clinic, therapists informed
their clients about the study and interested students were
given consent forms to bring to their parents.
Questionnaires were administered to individual clients, and
the cognitive developmental interview was administered in
interview format.
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An additional student from a local public high school
who was working part-time at the Child Guidance Clinic also
participated in the study with permission from her mother.
All students were paid $5.00 for their participation.
Subjects completed the questionnaires in the following
order:
DCTQ.

Demographic questionnaire,

LES,

BSECV,

IES-R, WOCQ,

Questionnaires were then scored and analyzed.

Each

subject was assigned an identification number which was
used to identify their questionnaire protocols.
Statistical Analyses
A regression analysis was planned to evaluate
Hypothesis

1.

Due to small sample size of the pilot study,

alternative analyses were performed which will be discussed
in Chapter 4.

For Hypotheses 2 through 6,

t-tests were used

to compare means across sex and PTSD status. MANOVA
analysis was planned to determine if there was a
significant difference among DCT categories and coping
strategies

(Hypothesis 7),

but for the pilot data,

individual regression analyses were performed. ANOVA
analysis was planned to determine if there were significant
differences among DCT categories in PTSD symptomatology
(Hypotheses 8).
Qualitative Analysis
Individual interview data were combined with
questionnaire results and evaluated qualitatively on a case
by case basis.

The data for each case were examined across

instruments and interview questions for consistency in
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responses.

Narratives were examined for predominant trends

and themes,

such as cognitive style,

exposure type,
violence,

symptoms of trauma,

differences in

attitudes toward

basic assumptions about safety, meaning and sense

of self-worth,

and primary coping strategies,

of social support.
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including use

CHAPTER 4
RESULTS
Introduction
This chapter reports the results of exploratory
statistical analyses relevant to the hypotheses of this
study, and the results of the case studies, combining
interview data with results of questionnaires.
Statistical Analyses
Because the hypotheses were largely theoretical, the
study was primarily exploratory. Some changes in
statistical analyses were necessary because of the sample
size. Recommendations for the procedures in future studies
will be made based on the results of this exploratory
study. Results of alternative analyses to the regression
planned for analysis of sex differences in exposure to
community violence and PTSD (HI) are reported and
explained. An additional finding of an association between
PTSD and dissociation is reported. Next, the results of ttests comparing males and females in their use of self¬
controlling (H2), problem-solving (H3), and seeking social
support (H4) coping strategies are presented and discussed,
and comparing males and females in sexual victimization
(H5). ANOVA for analysis of differences in DCT level across
sex is presented. Alternatives to an ANOVA for analysis of
differences among DCT levels and coping strategies
(individual regression analyses) because of small sample
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size, are presented. ANOVA for analysis of differences
among DCT levels and PTSD scores is reported.
Additional Characteristics of the Sample
All subjects reported exposure to community violence.
The average number of various types of violence experienced
directly, witnessed or heard about was 11.35.
No significant differences were found between the
school-based subjects and clinic-based subjects. No
significant differences were found between subjects who
have been in therapy vs. those who have never been in
therapy.
Sex Differences in Exposure to Community Violence and PTSD
(Hypothesis 1)
The original proposal called for a multiple regression
analysis with sex and exposure to community violence as
measured by the BSCECV as predictor variables and PTSD
symptoms (indicated by the IES-R score) and dissociation as
measured by the A-DES as the outcome variables. Due to
small sample size a multiple regression was not possible.
Instead, t-tests were run to compare means across sex of
exposure to community violence (BSCECV) and of PTSD
diagnostic criteria (average of IES-R subscales of at least
3 indicating' moderate frequency of symptoms).
Significantly fewer males than females met criteria
for PTSD diagnosis,
least 3

achieving an average IES-R score of at

(F=10.775, p=.004). Overall,

30% of the total

sample (6 out of 20) met criteria for PTSD. Of subjects who

54

met criteria for PTSD,

17% were male (1 out of 6 subjects),

83% were female (5 out of 6 subjects),

supporting part of

Hypothesis 1.
While males did report greater exposure to community
violence as measured by the BSCECV than females, this
difference was not significant. Female adolescents reported
an average of 9.83 types of community violence experienced,
witnessed or heard about, while males reported an average
of 12.87 types of violence.

It is possible that in a larger

sample the difference in exposure between sexes would be
significant.
Males also reported more direct victimization
(mean=7.37 types of violence) than females

(mean=3.33 types

of violence), but again this difference was not significant
for the sample size.
PTSD and Dissociation
Those subjects who met criteria for PTSD differed
significantly in A-DES scores than those who did not meet
criteria for PTSD (F=8.38, p=.01). The average A-DES score
for the PTSD diagnosed subjects was 3.28, while the average
A-DES score for non-PTSD subjects was 2.13

(comparable to

average scores in the literature for affective disorders).
Correlation coefficients were computed (1-tailed
tests)

for A—DES scores and sub scale and average IES-R

scores. Significant correlations were obtained between ADES scores and the avoidance sub scale of the IES-R
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(r=.3930, p=.043), between A-DES and the intrusion sub
scale of the IES-R (r=.4459, p=.024),

and between A-DES and

the average IES-R score (r=.3895, p=.045).
Sex Differences in Use of Coping Strategies (Hypothesis 2.
Hypothesis 3, Hypothesis 4)
None of the hypotheses regarding coping strategies and
sex were supported. There were no significant differences
between males and females in use of self-controlling
strategies

(self-controlling sub scale of the WOCQ) or in

problem-solving strategies (planful problem-solving sub
scale of the WOCQ). Unexpectedly, males reported greater
use of seeking social support than did females (F=7.319,
p=.014).
In order to ascertain whether coping strategies were a
viable variable for future study, t-tests were performed
comparing males and females for each strategy. Coping
strategies with significant sex differences were social
support and problem reappraisal. Males reported greater use
of social support than females

(F=4.409, p=.05), and males

reported greater use of problem reappraisal than females
(F=7.319, p=.014). No significant differences were found
between males and females on the other 6 subscales of the
WOCQ.
An examination of subjects' primary coping strategies
(the strategies on which subjects had the highest relative
WOCQ scores) yields a different picture of sex differences.
The primary WOCQ scores from females were seeking social
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support (33% of females),

accepting responsibility (25%),

problem solving (17%), escape/avoidance (17%), and self¬
controlling (17%). The coping strategies receiving the
highest relative WOCQ scores from males included distancing
(37.5% of males), confrontive coping (25%), problem
reappraisal

(25%), and problem solving (12.5%).

Analysis of coping strategies of subjects meeting
criteria for PTSD vs. those not meeting criteria yielded a
significant difference across diagnostic category in use of
the self-controlling coping strategy sub scale of the WOCQ
(F=6.383, p=.021). Those with PTSD reported greater use of
self-controlling coping than those without PTSD.
Sex and Type of Victimization (Hypothesis 5)
The data failed to support Hypothesis 5. There was no
significant difference between males and females in the
type of victimization (sexual vs. non-sexual) experienced.
Four female adolescents reported sexual victimization, and
two males reported sexual victimization (one skipped the
question). An interesting finding was that females reported
more incidents than males in which someone they knew had
been sexually victimized, although the difference was short
of significance (p=.174). Nine of twelve females reported
sexual victimization of someone they knew. One male (of 8)
reported sexual victimization of someone he knew. One of
the female subjects meeting criteria for PTSD reported
direct sexual victimization.
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Sex and Cognitive Developmental Styles

(Hypothesis 6)

Although none of the differences in cognitive style
across sex were significant, there were some relative
differences. The majority (66.7%) of females demonstrated a
concrete cognitive behavioral style,

16.7% demonstrated a

formal operational style and 16.7% demonstrated a
dialectical/systemic style.
As expected, more females demonstrated a
dialectical/systemic style than the males (none of the
males) and more males

(50% of the male subjects)

demonstrated a formal operational style than the females.
Some subjects demonstrated a range of cognitive
developmental styles, and were difficult to categorize.
Cognitive Developmental Style and Coping Strategies
(Hypothesis 7)
Single regression analyses were performed for each of
the coping strategies with the data rather than a

MANOVA

because of the small sample size. None of the regressions
were significant,

failing to support Hypothesis 7. However,

it is possible that the larger numbers of the main study
would provide different results. The useful information was
that a range of cognitive developmental styles were found
in the pilot sample.
Cognitive Developmental Style and PTSD (Hypothesis 8)
Hypothesis 8 was not supported by the data. There were
no significant differences across DCT levels in average
IES-R scores, measuring PTSD symptoms. Those subjects with
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a diagnosis of PTSD included subjects with a concrete
operational style and subjects with a formal operational
style.
Summary of Statistical Analyses
The significant findings of the quantitative data are
the following: More females than males met criteria for
PTSD, partially supporting Hypothesis 1. Those subjects
meeting criteria for PTSD had significantly higher A-DES
scores than those not meeting criteria and A-DES score is
correlated with the avoidance and intrusion subscales of
the IES-R and the average IES-R score. Males reported
greater use of seeking social support coping strategies
than females, and reported greater use of problem
reappraisal coping strategies than females, however females
tended to report social support as a primary coping
strategy, while males tended to report distancing as a
primary coping strategy. Adolescents demonstrated a range
of cognitive developmental styles, with dialectical/
systemic style more prevalent in females than males, and
formal operations more prevalent in males than females,
although the majority of the sample demonstrated a concrete
operational style,

failing to reject Hypothesis 6. No

significant differences in coping strategies or PTSD across
categories of cognitive developmental style were found.
Qualitative Analyses
Participants in the study through association with the
Child Guidance Clinic were interviewed with a series of
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questions aimed at determining their cognitive style in
conceptualizing and approaching a particular incident of
violence and violence in general in their lives. The
questions were based on Allen Ivey's cognitive
developmental categories:
operational,

sensori-motor, concrete

formal operational, dialectic/systemic. The

interview data was analyzed for cognitive developmental
level of the narratives, coping strategies, basic
assumptions about the world, meaning, self-worth and
personal agency, theories about violence, and support
network orientation. Participants at the high school were
given the same questions, but in a group setting, and were
asked to write their answers down.
The following case analyses examine the interviews of
clinic-based participants,

synthesizing their verbal

responses and their answers on the other questionnaires,
with attention to how their responses and experiences
relate to the themes identified in the review of literature
and the quantitative data. Themes include gender and racial
differences in types of exposure to violence, in attitudes
about violence, in coping strategies, and in basic
assumptions that may have been affected by exposure to
violence.
Sally
Sally1s narratives and questionnaire material
contained themes related to her role of witness as a
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I

vicarious victim, to the costs and benefits of the social
network, and to social support and trauma management.
Background Information. Sally is a 15 year old African
American high school student at a local business oriented
high school where she is an A/B student and works as a
part-time clerical worker. She lives with her mother who is
a secretary and her stepfather who is a manager in a
manufacturing business. Both parents are high school
graduates. She belongs to a Baptist church. Like the
majority of the other participants in the study, Sally has
experienced violence in a variety of settings, in
interpersonal interactions with friends and acquaintances,
on the street between acquaintances, relatives and
strangers, and from institutions practicing racism. She has
experienced violence as a direct victim, and as a witness.
The majority of violence she reported occurred within the
last two years.
Events upsetting to her within the six months prior to
the study included having had an abortion, experiencing
racial tension in her school and neighborhood, conflict
with parents who did not respect her and yelled at or hit
her,

and not having a friend to trust. She also spoke

briefly about an event in which she was the passenger in a
car with a driver who was suicidal and was driving fast and
erratically, which she reported was extremely upsetting.
Events that occurred prior to six months before the study
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included the death of a family member, a breakup with a
boyfriend, conflict with stepfather, robbery of the family
and failing a grade.
Exposure to violence.

Sally indicated on the Survey Of

Exposure To Community Violence a range of violent
experiences within the past 6 months. The ones she found
the most upsetting included having been in a serious
accident, having been threatened, having been beaten by an
acquaintance, and witnessing someone being chased.

She also

reported having been asked to use drugs. Other incidents
that she knew about or witnessed, but that she did not find
as upsetting to her personally,
deals,

included witnessing drug

seeing someone holding a gun,

arrested,

seeing someone

someone threatening someone with a knife, and in

another incident with a gun, knowing of someone who was
sexually assaulted, and of deaths as a result of accident
and murder. The victims included adult and teen strangers,
and teen friend and acquaintance. The perpetrators included
adult stranger, teen acquaintance and teen friend.
Curiously, on the survey of exposure to community
violence and on the life events survey, Sally indicated
that she was not upset by someone dying in an accident or
being killed by another person.

It is possible that the

victims in these cases were strangers, and that Sally felt
no connection to them and therefore was not upset. Another
possibility is that Sally was engaging in some denial or
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distancing when she answered those items.

Her answers were

consistent on these items across two different instruments.
Interview.

Sally spoke at length about two different

incidents in her interview,

and another she chose as the

basis for the Impact of Events questionnaire.

She indicated

other events in her responses to the Exposure to Community
Violence Questionnaire.
Sally was cautious and curious at first.
new experience for her.

This was a

Gradually she became very willing

to talk about her experiences,

felt these had an impact on

her life and that it was important that someone study them.
She welcomed the opportunity to discuss the events and was
open about her feelings and thoughts about them.

Through

the interview her affect was consistent with the content of
her discourse and ranged from curious and guarded,
angry,

sad and

and calm.

Racial Violence/Discrimination.

Sally chose to talk

first about an event that happened to her aunt a year ago.
Her aunt had taken a parking space at a store that a white
man had intended to take.

The man was angry,

and attacked her and her children,
tires on her car.

followed her

and also slashed the

The police were called to the scene and

arrested Sally's cousin who had defended Sally's aunt and
was struggled with the man.
white man.

The police did not arrest the

Sally and her family experienced this event as

an act of racism from the white man

(individual racism)

and

systemic racism on the part of the police because Sally's
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cousin was arrested,

but the white man was not. That the

event involved both individual and institutional racism
were important in why Sally was so upset by this event.
also was afraid for her cousin,

She

and had wished she could

have been with her at the jail to support her. While Sally
had not actually witnessed this event,

it was important

because it happened to members of her family,
as a racial issue,

and because,

it had implications for her experience

in the community.
Range of Cognitive Abilities/Style.

Sally was

expressive of her anger and outrage at the event.
also able to describe events coherently,

She was

to comment on them

in terms of abstract concepts and systemic issues.

She thus

demonstrated a full range of ability in cognitive style,
including sensori-motor,
styles,

concrete,

formal and dialectic

although she emphasized the sensori-motor and

concrete operational styles with her emotional reaction of
anger generalized to all police.
Witnessing Assault/Attempted Murder.
reported having witnessed,

Sally also

along with a cousin,

a teenager

being beaten up by a group of young men in an alley.

The

young man was severely injured and his life was in danger.
Her feelings in response to both events were similar - a
sense of wishing she could have done something to stop the
events from taking place,
to do anything.

but feeling absolutely powerless

She described feeling very scared for the

young man who was attacked,

and who may have been killed.
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It angered her that people would become violent and
threaten lives over things that to her are unimportant or
stupid — a parking space, feelings of racial superiority,
money. She stated that these events scared her, and made
her want to keep to herself.
Social Support. According to Sally social support was
extremely important in the way that she and her family
dealt with the parking lot incident. Sally talked with her
family, including her cousin, her mother and a good friend
about the incident. All were appalled. Talking was
important in dealing with the incident; to deal with the
sense that it seemed "not real." Sally also talked about
how talking to others helped her family members to feel
that they were not alone. Her concern for others,
especially members of her family,

as well as her need for

and appreciation of support from others demonstrate a
relational orientation. Sally experiences both benefits
(not alone, deal with denial of reality) and costs
(additional stress taken on when members of network are
victimized) of inclusion in a social network.
Sally was angered and upset by violence, and saw it's
use as the result of childhood experiences and leniency on
the part of parents.
"It starts from the beginning when children are little
- seeing things on TV. They act out their anger, or
they don't have people to talk to, to know they're not
alone."
She noted that parents often blame society instead of
taking responsibility for how they raised their children.
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She also identified issues of self-esteem and having goals
as important in helping teenagers avoid violence, and
helping them deal with it when it happens.
Sally identified themes and abstract issues, and was
able to see multiple perspectives. She was also able to
take a view of the incidents in terms of social issues,
recognizing racism on institutional and individual levels,
and also implying an understanding of the interaction
between personal agency and social issues.
Assumptions. Sally's thinking relates to the themes of
safety, responsibility and self-esteem. Her outrage that
violence and racism occur suggests a sense in her that the
world should be safer than it is. She recognizes the world
as unsafe (not benevolent), but has not

given up hope for

the future. Her feeling that she should stay by herself
supports the notion that she has lost a sense of trust in
others. Her lack of trust now includes public institutions
such as police, because of her family's experience of
racism.
There is a theme of responsibility in her discourse
that relates to the notion of a meaningful world (a basic
assumption according to Janoff-Bulman) which is related to
the idea of personal agency. Sally described a feeling of
powerlessness, and voiced a desire to be told that the
violence she witnessed was not her fault. She experienced
the feeling that she should have been able to do something.
Sally indicated a similar feeling when she identified, on
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the IES, guilt that there was nothing she could do to stop
what happened to a cousin who was stabbed and pushed
through a glass window. She clearly feels a responsibility
to take action against violence, but rarely feels empowered
to do so.
Feeling guilt or responsibility is a form of coping
that helps to maintain a sense that the world is actually
safe by blaming oneself, the victim (Janoff-Bulman,

).

However, Sally is not actually blaming herself. She is
clear that there was nothing she could do to prevent the
violence from taking place. The problem is that her
knowledge of the world as unsafe and herself as powerless
does not prevent her from asking herself what she might
have done, and may have repercussions for her self esteem.
Her concern with self-esteem as important in coping,
mentioned above, is significant. Anger,
powerlessness,

fear,

lack of trust are likely to be joined by

decreased sense of self-worth that she struggles to
maintain.
Trauma and Dissociation Symptoms. Sally used an
incident in which she witnessed a cousin get stabbed and
pushed through a glass window for answering the questions
of the Impact of Events Scale. She met the criteria for a
diagnosis of post-traumatic stress disorder with reports of
experiences of intrusion of trauma-related thoughts and
imagery,

symptoms of avoiding reminders of the event, and

symptoms of arousal. Her intrusive symptoms included
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experiencing thoughts,

feelings and images of the event

when awake, difficulty staying asleep, and dreams about the
event.
She reported actively trying to stay away from
reminders of the event, trying not to think or talk about
it, and trying to remove it from her memory. She also
reported consciously not dealing with feelings about it,
although being aware of those feelings.

She experienced

some numbness as well.
Sally also reported feeling irritable and angry,

jumpy

and easily startled, symptoms of arousal, the third
category of the classic PTSD symptom picture. She reported
feeling as if she were back at that time, and had trouble
concentrating. To a lesser degree,

she experienced physical

reactions to reminders, and feeling on guard.
Sally obtained an A-DES score of 1.33. The items she
endorsed have to do with becoming engrossed in an activity
and not being aware of the events around her (4 out of 10
for item #1,

"I get so wrapped up in watching T.V, reading,

or playing video games that I don't have any idea what's
going on around me"), or losing time (60% of the time she
looks at the clock and realizes that time has gone by and
she can't remember what has happened). Occasionally she
experiences dissociation of knowledge: being told about
things she has done or said that she does not remember
(item 5), and occasionally feels confused about whether she
has done something or only thought about doing it (item 7).
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She also occasionally feels like she is in a fog or spaced
out and things around her don' t seem real (item 6).
Sometimes (4 out of 10 times) she finds herself going
somewhere or doing something and she doesn't know why. Half
the time she finds she can do something really well one
time and then can't do it at all another time (item 4).
Coping. Sally's responses on the Ways of Coping Scale
related to the ideas she expressed in the interview and to
her responses on the IES. The categories she used most
included seeking social support, distancing and self
controlling strategies. Her relatively high score on the
social support sub scale is consistent with the relational
orientation she demonstrated in the interview in her
concern for others and her wish for and appreciation of
social support.

It is interesting to note that she used

social support in both practical and emotionally useful
ways. On the practical side,

she talked to someone to find

out more about the situation, asked advice, and talked to
someone who could do something concrete about the problem.
On the emotional level, she accepted sympathy and
understanding from someone,

and talked to someone about how

she was feeling.
The distancing strategies she endorsed,

relate easily

to symptoms of avoidance of painful trauma-related cues,
including trying to forget the event,
too much,

trying not to think

behaving as though nothing happened. Likewise,

her responses on the self controlling sub scale of the WOC
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questionnaire could be seen as an inventory of strategies
aimed at managing arousal and intrusive feelings and
thoughts.

Sally endorsed at the highest level the following

items:
trying to keep her feelings
keeping others from knowing
going over in her mind what
trying to keep her feelings
other things.

to herself
how bad things were
she would say or do
from interfering with

Her endorsement of two items on the escape/avoidance sub
scale are also consistent with avoidant strategies for
dealing with trauma: wishing the situation would go away or
somehow be over with, and having fantasies or wishes about
how things might turn out.
Sally represents an example of a female subject who
meets criteria for PTSD, and has also been exposed to a
significant amount of community violence, including racism.
In her case, community violence seems to be emphasized over
experience of domestic violence,

failing to support the

notion that the experience of sexual or domestic violence
is responsible for females being more likely to meet
criteria for PTSD. Her experience might support the notion
that involvement in social networks might represent a
greater drain than support of functioning, especially
since, despite her wish for social support, she feels she
should protect others by not letting people know how bad
things are.

It is important to note, also, that while she

does not report violence within her family, she has
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experienced conflict and change within the primary care
giving subsystem, through her parents' divorce and her
mother's remarriage.
Cathy
The quotation,

"Sometimes you don't get what you want,

but try, try, try, you just might find, you get what you
need" from the Rolling Stones song,

"Satisfaction,"

represents a primary theme expressed by Cathy in the study
materials and her interview. Alternatively her approach to
life might be illustrated by the sentiment, solve what you
can, forget what you can't.
Background Information. Cathy is 15 year old White,
English-speaking teen of German, Dutch, French and Irish
background, very verbal, getting B's currently, although in
the past she has failed a class. Her parents are divorced.
She is living with her father after having been in several
foster homes. She had run away from home when her mother
did not believe her story that a male relative had beaten
her severely. Cathy was involved with Department of Youth
Services for running away from both home and a foster home.
She has been in and out of therapy for the past 4 years.
She also had numerous medical hospitalizations as a child.
She smokes cigarettes, and sometimes drinks beer and hard
liquor.
Cathy's exposure to violence has been primarily as a
direct victim of physical and sexual abuse from adult
relatives. She has not experienced violence outside the
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home. Other stressors affecting her have been marital
conflict between her parents, her own conflict with her
mother, financial hardship and difficulties in school which
seem to be related to difficulty concentrating as a result
of her problems with abuse and having been placed in foster
care. In the more distant past, she was worried about her
father's health, had a pet die and suffered abuse from
caretakers. She had also been suspended from school. Like
Sally, Cathy was very open about her feelings and
experiences and was excited about participating in a study
about teens and violence.
Cathy was excited about participating in the
interview. She was very animated in her description of her
experiences, and gave minutely detailed information about
the step by step events. She demonstrated strong feelings
about children's experience of abuse and their rights to
safety. Her presentation indicated that she sees herself as
a survivor rather than a victim, and her affect was
consistent with someone who is not afraid to remember
traumatic events.
Physical Abuse by a Relative. In her interview, Cathy
described an event in which she was severely beaten by her
maternal uncle after protecting her little brother from
being beaten by him. She described the events in minute
detail, including the exact date, and was also able to
identify feelings associated with the event, and when she
imagined the scene, reported "hearing anger."
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During the incident Cathy took a very active role: she
protected her brother, and when her uncle focused his
aggression on her, she fought back, and was also able to
call the police.

In the interview she was very animated in

her description, easily accessing her rage and feelings of
betrayal. Although she chose not to press charges at first,
she took an active role in communicating what had happened
to her mother and her father. Unfortunately, her mother did
not believe her, but her father did. She later tried to
press charges, but the police would not allow her to. When
her mother refused to believe her, Cathy's anger became
intolerable, and after 3 days she ran away from home. After
being found she was placed in foster care. After several
unsuccessful requests to be reunited her with her father,
she made several suicide attempts in an effort to coerce
the court to grant to custody to her father.
Cognitive Functioning. Cathy demonstrated cognitive
functioning on a range of cognitive levels in her interview
and her description of her ways of coping with violence.
addition to functioning on sensori-motor and concrete
operational planes, explaining her somatic and affective
feelings and the step-by-step events, Cathy was able to
demonstrate more abstract level thinking in her interview
and in coping with violence. Her experience with violence
and her thoughts of suicide led her to think about and
research (in the library) ideas about death. She
articulated theories about why people are violent related
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In

to past abuse and lack of role models. Also, she was able
to tell the story from her brother's perspective and from
her uncle's perspective, recognizing that her brother would
tell it differently because of his continued fear of the
uncle. Cathy was also able to find some positive meaning in
the event: reporting that the events brought her closer to
her father, and that with time she is becoming closer to
her mother as her mother begins to believe her version of
what happened.

She also demonstrated an appreciation for

the complexity of issues affecting human behavior, and is
willing to look for positive change in those who perpetrate
violence, or who have disappointed her. Cathy's
extraordinary detail in reporting the incident and her
emphasis in coping by taking action suggests that, although
she is capable of functioning on all levels, her dominant
style of functioning under stress is concrete, but more
generally she functions on the formal operational, or
perhaps even, dialectical level.
Assumptions. Cathy's experiences have taught her that
the world is not very safe, but she clearly sees her
actions as contributing to her experience of violence (she
defended her brother when she might have "minded her own
business"). Thus she maintains a sense that the world can
be safer depending on one's behavior. Her thinking is
consistent with Janoff—Bulman's analysis of women who find
fault with their actions in order to maintain a sense of
the world as safe, and one's actions as meaningful. But
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Cathy differs from many of Janoff-Bulman' s subjects in that
her sense of self-worth is intact because she was able to
defend herself, to communicate with her parents and to
connect with her father.

She vociferously advocated that

others should be as active (tell adults, contact police,
fight back). Her pride indicates an intact sense of selfworth .
All of Cathy's coping strategies that she described in
her interview were extremely active and confrontive. She
defended her brother,

fought back against the uncle, called

the police, told her family what had happened, and ran away
when her attempt to secure support from her parents was
unsuccessful. Even her suicide attempts, while acts of
desperation, had a goal, coercing the court to reunite her
with her father, or punishing them for not doing so.
Trauma Symptoms. Cathy's scores on the Impact of
Events Scale approached the criteria for PTSD, but did not
meet them.

She endorsed six of eight items describing

symptoms of avoidance (average score for scale = 2.25)
indicating a frequency of "sometimes" for all of them. They
included feeling the event had not happened, or was not
real, trying not to think about the event, knowing she had
feelings about the event, but intentionally not dealing
with them,

feeling numb, trying to remove the event from

her memory, and trying not to talk about it.

Of items

describing symptoms of intrusive imagery or thoughts
(average score for scale = 2.57), Cathy endorsed the
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highest level (frequency of "often")

for only one item,

having trouble staying asleep. She reported that she
sometimes experiences having thoughts about the event when
she did not mean to, having pictures about the event pop in
her mind, having strong waves of feeling and dreaming about
the event. She indicated that only rarely did other things
make her think about the event.

Of items consistent with

hyper arousal (average sub scale score = 2.86), Cathy
indicated she often has trouble falling asleep, and
sometimes is irritable and angry,
has trouble concentrating,

jumpy or easily startled,

feels as though she is back at

that time, and is watchful and on-guard.
While Cathy's IES scores indicate that she experiences
post-traumatic stress responses, but not severely enough to
meet the criteria for PTSD set forth in this study. It is
possible that Cathy's sense of agency and active coping
style may have served as a buffer to the more severe
experience of trauma symptoms. She may also have
experienced the violence as contained within the family
system, as opposed to the pervasiveness of community
violence and racism that Sally encountered. Another
explanation is that Cathy may have been minimizing when she
responded to the questionnaires about the severity of her
trauma symptoms.
Cathy obtained an A-DES score 1.53. She endorsed items
relating to dissociation of physical sensation (occasional
out of body experience 2 out of 10; can make pain go away 4
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out of 10), dissociation of affect (3 out of 10 for having
strong feelings that don't seem like they are hers), and
dissociation of thoughts

(2 out of 10 for having thoughts

that don't seem to belong to her).
related to dissociated awareness

She also endorsed items

(occasional gets wrapped

up in watching TV or reading that she is unaware of what is
going on around her,

feeling "spaced out" or in a fog). She

reports she is somewhere she does not want to be,

she can

go away in her mind (4 out of 10), and sometimes catches
herself "waking up" in the middle of doing something. Cathy
reported additional experiences with dissociation of
knowledge:

feeling confused about whether she has done

things or not (2), being unsure if something really
happened or she only dreamed or thought about them (5),
finding herself going somewhere and not knowing why (1),
feeling that her past is a puzzle with pieces missing (8).
She also endorsed items related to interpersonal effects of
dissociation: people tell her she acts so differently she
seems like a different person (2), and their relationships
with family and friends change suddenly without and she
does not know why (5).
Coping. Cathy's responses on the Ways of Coping Scale
indicated an emphasis on planful problem-solving,

self-

controlling, problem reappraisal, distancing, and
confrontive coping strategies. The emphasis on these
categories is consistent with the data from her interview.
Planful problem solving is consistent with the active role
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she took in trying to find solutions to her situation.
Given the impulsive nature of some of her "solutions," the
emphasis on self-controlling strategies is not surprising.
Cathy seems to be someone who comes up with active
solutions to problems very quickly. When she recognizes a
solution as impulsive, she tries to control herself.
Her ability to reflect on her experiences and find
positive aspects of very difficult events

(such as

identifying the improvement of her relationship with her
father as a result of her struggle against uncle's violence
and mother's inability to notice) is consistent with her
endorsement of using positive reappraisal strategies, and
consistent with her ability with abstract reasoning (formal
operational and dialectical thinking). Some use of
distancing strategies is expected given the level of
intrusive thoughts and imagery she experiences. Finally,
her description of her response to being beaten by her
uncle seems consistent with her responses to items on the
confrontive subscale (7/.13) of the WOC (she did something,
let feelings out, did something risky, and stood her
ground/fought).
Alberto
The phrase,

"two for the price of one" represents

Alberto's psychological dynamic, representing the two major
losses he associates with the topic of community violence.
Background Information. Alberto is a 17 year old of
mixed Puerto Rican and African American background who is
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living in Department of Social Services foster placement.
His mother died when he was young, and he was raised by his
grandmother in New York City, until she, too, died. Alberto
then came to live with his father,

stepmother and brother.

Alberto had some behavior problems which resulted in his
placement in foster care.
He now lives in a group home, and attends high school,
where he is a C student,

(recently had a failing grade). He

claims to have tried marijuana two or three times, and beer
more frequently. Alberto has been exposed to a wide variety
of violent events including childhood physical, sexual and
emotional abuse, community violence,

and racism. In

addition, he has coped with stressors such as the deaths of
two primary caretakers, family conflict, difficulty in
school, the death of a pet,

and worry about sexual

activities and substance use. Like the other participants
Alberto cooperated fully with the interview and completing
questionnaires. He offered a great deal of information, and
was open about his feelings and experiences.
Exposure to violence. Alberto indicated numerous
incidents of exposure to violence including being chased,
threatened,

and injured with a gun or a knife, being shot

at, beaten,

seriously wounded in an attack and sexually

assaulted. He has also witnessed drug deals, a fatal
accident, and a murder. He demonstrated a rigid response
set,

indicating the highest level of upset for each kind of
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event. He reported that he was 12 when the first occurred,
and that the most recent happened about a year ago.
On the survey, Alberto indicated that the victims
included teen strangers,

adult friend and adult relative.

He reported that the perpetrators were always teenage
strangers, but in the interview he disclosed that in at
least one incident the perpetrator was his foster brother.
The increasing degree of disclosure may indicate greater
comfort with participation in the study over time.
Alternately, the discrepancy may indicate a tendency to
distance himself from traumatic events.
Murder of a Close Friend.

In the interview, Alberto

described a series of events last year in which another
foster child, who had been drinking, threatened Alberto
with a gun and stated an intention to shoot Alberto' s
friend who was not present. Alberto tried to tell his
foster mother that his friend was in danger, but the foster
mother did not believe him. The foster brother did actually
shoot and kill Alberto's friend. Alberto had to identify
his friend's body at the morgue.
Aside from cooperating with police and his attempt to
tell the foster mother about this incident, Alberto had not
discussed the event very much. After the first meeting in
his participation in this study, however, Alberto decided
to talk to his father about it, and had a positive
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experience of being validated and supported by him. He has
been working on the relationship with his father, and now
considers him a best friend.
Cognitive Style. Alberto was able to revisit the pain
of realizing his friend was dead, to recount sequences of
events in a logical fashion, and to consider, in a limited
way, issues of causation and abstract themes of
responsibility and jealousy. He was also able to look back
at himself and his development of his relationship with his
father. Alberto's cognitive style is mostly concrete, with
brief forays into formal operational thinking.
Assumptions. With this experience Alberto discovered
how one could have advance knowledge of an event and still
not be able to prevent it. This incident starkly
illustrated how right he was, despite his foster mother's
ignorance, and how powerless he was to prevent his friend's
death. This was yet another event in a long series of
traumatic events over which Alberto had no control,
beginning with his mother's death.
In fact, the issues of responsibility and guilt link
this event with his mother's death. During the interview,
Alberto made references to his mother's death, to having
been told that he was responsible for it (even though she
died of natural causes), and how terribly this had upset
him. When asked to fill out the Impact of Events Scale,
Alberto had used the incident of his mother's death rather
than an incident of violence. At first this was considered

81

an "error," but analysis with attention to the clinical
meaning revealed that the theme of responsibility linked
Alberto's experience of the two deaths. He had been blamed
for his mother's death, and then fate provided him an
apparent opportunity to prevent the death of another person
important to him. When, despite his best efforts to protect
his friend, his friend died anyway, Alberto again felt
responsible, even though he had no actual responsibility in
either death. Alberto's experience of his friend's murder
carries with it the weight of his mother's death. The
example demonstrates the importance of the meanings and
connections of events even if they fall outside of the
strict criteria of a definition for inclusion in a study.
Alberto's sense of guilt and responsibility as a
result of this pattern of experience suggests the presence
of an injured sense of personal agency and self-worth. He
feels he should have been able to prevent his friend' s
death:
"To know I could have stopped something from
beginning. I kind of knew someone was going to get
shot. I tried to talk my foster brother out of it, but
figuring it was peer pressure — because it was more
of his friends than me and I got outnumbered. There
was nothing I could do. ...If I had known this person
was aoing to die I would have told him to stay at
work."
Alberto struggles to develop a sense of the world as
safe - to create a sense of meaning despite meaningless and
purposeless events. At the end of the interview, Alberto
made an off-hand statement about teens who are involved in
violence. He said,

"at least, they're killing each other
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and not innocent people." On the face of it the statement
seems to serve to distance the violence, to impose some
logic or justice that would maintain the world as
meaningful, if not completely benevolent.
The implications of this statement for Alberto's sense
of self worth are not entirely clear. Does he consider
himself one of the innocents, or one of the guilty? How did
he feel about his friend? innocent or guilty? Does Alberto
maintain a sense of the benevolent and meaningful world and
a worthy self, or does he sacrifice his sense of self worth
in order to maintain benevolence and meaning? How far from
the kids who are killing each other does he see himself?
Indicating that he has not yet fully re-established a
sense of safety is his loss of a lack of trust in others.
"I am a changed person - doubtful (doubting); if you say
something is going to happen I will doubt it."
Domestic vs. Community Violence. Alberto's experience
makes the process of distinguishing between domestic and
community violence very difficult,

since he has experienced

both, and his placement in foster homes blurs the
distinction. Children in foster placements have had their
homes replaced by a community setting. Because the foster
placement was associated with an experience of violence,
chances of rebuilding assumptions of safety are reduced.
Trauma Symptoms. Whether or not Alberto meets criteria
for PTSD as a result of exposure to violence is not clear.
Since he completed the Impact of Event Scale using being
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blamed for his mother's death, and not an actual incident
of violence (although one could argue easily that it was an
incident of emotional abuse), the scores may not be
applicable.
He indicated symptoms of avoidance (average sub scale
score=2.87) and hyper arousal (average sub scale
score=2.73) that approach criteria, and intrusive symptoms
at a slightly lower rate of occurrence. The avoidance
symptoms he experienced (sometimes and often) included
trying not to get upset when he thought about it, staying
away from reminders, trying not to think about it,
purposely not dealing with feelings about it, trying to
remove it from memory, and trying not to talk about it.
Intrusion symptoms

(average sub scale score 2.29) included

trouble staying asleep, having other things keep making him
think about it, thinking about it when he didn't mean to,
and having pictures about it pop into his mind. The hyper
arousal symptoms he reported experiencing included
irritability and anger,

feeling as though he were back at

that time, difficulty falling asleep, difficulty
concentrating, and feeling watchful and on-guard.
The information from Alberto's interview regarding the
incident in which his friend was killed, indicate that he
is bothered by intrusive thoughts and images of having to
identify the body.

It is also possible that his decision to

not complete the IES using this event may have been an
example of an avoidant or dissociative coping strategy.
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Many of Alberto's hyper arousal symptoms could be
experienced without an apparent link to a specific
stressor. Thus it may be possible to argue that Alberto
experiences some PTSD symptoms as a result of his exposure
to community violence.
The confusion regarding which event to examine as a
possible basis for PTSD demonstrates that for teens with
multiple traumatic experiences, the traditional notion of
post-traumatic stress disorder may not be very useful.
Judith Herman's (1992) concept of complex PTSD developed
from study of survivors of repeated and chronic
victimization may be more appropriate.
Alberto obtained a score of .63 on the A-DES,
endorsing symptoms including item 2, getting back tests or
homework he doesn't remember doing (rated 5 out of 10),
item 4, doing something really well one time and then not
being able to do it at all (rated 4), item 5, people
telling me I do or say things that I don't remember doing
or saying (rated 2), item 9, hearing voices in my head that
are not mine (8), and item 20, people tell me that I
sometimes act so differently that I seem like a different
person (10). Although his overall score is quite low,
Alberto endorsed items that are indicative of dissociation.
For instance hearing voices in his head, represents
dissociation from his own thoughts, as opposed to
perceptual pathology indicative of auditory hallucinations
that are heard coming from outside one's head.
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Coping. Alberto's responses on Ways of Coping
questionnaire indicate an emphasis on problem reappraisal,
distancing,

seeking social support and confrontive

strategies. The mental gymnastics necessary to arrive at
the notion that kids were "just killing each other, and not
any innocent people," may be consistent with the strategy
of problem reappraisal.

He endorsed at the highest level

items describing being inspired to be creative, changing or
growing as a person, discovering what was important in life
and changing something about himself, all responses
indicating an ability to use his cognitive skills to think
differently about his situation so he can accept it.
The distancing strategies Alberto endorsed include
trying to forget about the event, refusing to think too
much about the event,

and making light of the situation.

These strategies, as mentioned in Sally's analysis,
illustrate avoidant tactics that are often used by trauma
survivors to deal with intrusive imagery and thoughts.
Alberto endorsed confrontive and social support
seeking strategies that were illustrated in the incident he
described. He tried to confront the foster brother,

"doing

something I didn't think would work, but I tried," and by
standing "his ground to fight for what I wanted." Alberto
also unsuccessfully attempted to obtain the support of his
foster mother, consistent with the endorsed strategies of
"asking a relative for advice, asking someone he thought
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could do something concrete, and talking to someone about
how he was feeling."
Bob
Bob is the "The Man In Control." The phrase,

"think

before you feel" summarizes his very well defended coping
approach.
Background Information. Bob is a White Englishspeaking male who claims some Spanish cultural affiliation
through his gang membership. He is 17 in 11th grade. He was
raised by his father and his grandmother each of whom has a
high school education. Bob has a history of gang
involvement,

arrests and juvenile convictions. He also has

a psychiatric history with 2 weeks spent hospitalized at
age 10 when he was suicidal, and a history of substance
use,

including alcohol (cognac, gin, Hennessey, and Mad

Dog), marijuana, and cigarettes. Current substance use is
much reduced, according to the subject.
Bob reported on the Life Events Scale stressors that
occurred prior to six months before the study, including
the death of a family member, his parents'

divorce,

problems concentrating at school, racial tension in his
neighborhood, getting arrested, and the murder of his best
friend, the last of which was the most upsetting to him.
More recently. Bob reported that he had been beaten up,
arrested again, had been stabbed, and was placed in foster
care, all of which he found extremely upsetting. Less
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upsetting were that a family member was using drugs or
alcohol and that someone in his family had been
hospitalized.
He reported a number of events as having occurred
within the previous 6 months, but that were not upsetting
to him. These include:
seeing someone killed
his pet died
a family member went to jail
wanted more time with biological parents
used drugs/alcohol
suspended from school
hated neighborhood
heard gun shots
worried what to do after high school
worried about AIDS
worried about color of skin
Violence this young man has experienced directly that upset
him most included being chased, arrested, shot at, beaten,
and seriously wounded. Bob chose not to answer questions
about sexual victimization.
Bob tended to be much more upset by events that
happened to him than events happening to other people,
except for the murder of his best friend. His exposure to
violence began at age 3. Victims were himself, adult and
teen strangers and a teen friend. His father, teen
acquaintances, teen friend and he, himself have been
perpetrators. Bob's experience of violence began at home
(details were not given).
Interview.

In the interview. Bob chose to talk about

an incident of violence that occurred in a locked
Department of Youth Services facility in which he was
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incarcerated

(for gang related illegal activities).

The

incident was the result of animosity between two gangs,

and

though it started as an attack on Bob by a rival gang
member,

it soon became an all-out battle,

staff were unable to control.
developed,

one which the

Bob stated that,

he felt confusion and frustration,

as the melee
feeling at

first that he did not want to be in the situation,

also

feeling a responsibility to his fellow gang members to
fight,

and eventually giving in to the craziness.

"I'm

going to get in trouble anyway, why not go all out."
became an active participant in the violence.

He

The intensity

of the event shocked even this seasoned gang member.
"Illmatic" was the word he coined to describe the insanity
of the scene.

He had also developed a sense of resignation

about getting in trouble for fighting.
The usual result of violence on the unit was to be
"locked down" which meant Bob had time away from the
regular routine,

allowing him to read,

think about "who I really am."
the entire unit,

do calisthenics,

In this case of violence on

according to Bob,

the jailers had the kids

undress to their underwear and literally "chillout"

as they

turned up the air conditioning.
For Bob,

violence was not necessarily always a

negative or traumatic occurrence.

He spoke about the

various uses of violence in his life.
as a way to protect himself,
courtesy,

He has used violence

and to obtain respect and

"people leave you alone,
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give you a lot of

respect." Bob recognized the potential of the violence that
occurred in the gang riot. He realized that if the violence
had been organized and goal directed, the inmates might
have taken over the facility, but since it was chaotic and
without direction, the staff were able eventually to regain
control. He made a conscious decision not to lead the group
to organized violence —"I didn't feel like doing more
time"

(he had been in one year). Bob identified his

experiences with violence, the gangs and jail as having
helped him to grow up and having taught him to be
independent.
Bob was also able to describe his process of first
being a follower in the gang, and at the Department of
Youth Services facility, becoming a leader, "getting the
hang of it," finding other people would get in trouble for
him, and, once he had been in the facility long enough to
be able to think about getting out, engaging in what he
called "positive leadership." He decided he "didn't want to
be a fuck-up" and started at first to "fake it,"

(behaving

more positively outwardly), and eventually began to
integrate a different attitude. Bob is a bright young man
with leadership skills, and an ability to learn a system
and succeed. He tended to minimize his responsibility in
incidents of interpersonal violence that occurred outside
of gang participation, such as a conflict with a female
friend that result in his being charged with assault and
battery and rape.
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Cognitive Functioning. Bob demonstrated ability to
think about abstract concepts, changes in himself over
time, and the various roles within a system, suggesting an
ability to function at the dialectical/systemic level.
Assumptions: Bob has no assumptions of the world as a
safe or benevolent place. He probably never had the
opportunity to develop such assumptions. His experience of
violence led him to become a perpetrator of violence, and,
eventually, to a point at which he could take
responsibility for his actions and consider non-violent
options. For him, the world has been meaningful, within a
code of behavior within the gang. He demonstrates an
extremely high sense of personal agency. Violence has been
his way of exerting influence and power.
"It's like a way of life. ..Some people get their
point across by talking or (w/ violence, saying)
"don't fuck with me, don’t talk shit unless you're
ready to fight. If you're ready to fight, you're ready
to win."
Bob had assumptions about his ability to manipulate
situations, about control, but the event he described
forced him to realize violence could be bigger than
anyone's control, that even a Department of Youth Services
lockup could not prevent extreme violence from taking
place. Bob also experienced disappointment at his
involvement in the violence,

"Why am I getting in this

shit?" Over time he developed an understanding that there
were ways he could avoid incidents that would, in the long
run, be negative for him.
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Trauma Symptoms. Bob used the incident of his friend's
murder as the basis of his responses on the IES.
Interestingly, Bob denied all symptoms of avoidance of
reminders of the event, reported moderate ("sometimes")
experience of little more than half of the items within the
intrusion sub scale (obtaining an average sub scale score
of 1.86).

The items he endorsed included having reminders

bring back feelings about the event, other things making
him think about it, having pictures about it pop into his
mind, having waves of strong feeling about it. He also
indicated frequent ("often") experience of two items on the
hyper arousal sub scale (obtaining an average sub scale
score of 1.71), including having trouble concentrating, and
feeling watchful and on-guard.
One explanation for this combination of responses may
be that Bob had strong feelings about his friend's death,
and allowed himself to have the feelings. It is possible
that the context of the gang provided support for
experiencing and working through grief.
A mitigating factor in the experience of trauma may be
a strong sense of personal agency. If Bob felt there was
something he could do within the context of the gang to
grieve his friend's death, then perhaps that served as a
buffer against traumatic symptomatology. This would suggest
that being able to take an active role, either as a
defendant against violence, or as a perpetrator, may
interrupt the PTSD response.
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Dissociation. The combined data of Bob's interview and
questionnaire responses are inconsistent regarding symptoms
or indications of dissociation. Some of the skills Bob
reported that he developed while incarcerated included
dissociative ones:

"I could be in my cell and be somewhere

else." The many incidents of violence and stressful life
events that he reported had occurred, but had not
"bothered" him as indicated in his responses to the Life
Events and Exposure To Community Violence questionnaires,
suggest that he is very good at distancing himself from
stressful affect. Also, his alcohol use suggests the
possibility that it functions to help him distance himself
from painful affect.
However, Bob obtained a score of .43 on the A-DES,
which is quite low,

suggesting he has few dissociative

experiences. He also obtained low scores on the distancing
and escape-avoidance sub-scales of the Ways of Coping
Scale. There are many possible explanations for this
inconsistency, but an important issue is that the Bob
interpreted the questions on the A-DES as being indicative
of pathology, making a comment to that effect after reading
some of the statements at the end of the questionnaire (' I
get so wrapped up in my toys or stuffed animals that they
seem alive;"

"I feel like there are different people inside

of me"). He may have under-reported his symptoms because of
a motivation to appear healthy. Another possibility is that
The A-DES may be better at identifying experiences of
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dissociation of knowledge than dissociation of affect.
Supporting this interpretation is the fact that there is
only one item on the A-DES that specifically deals with
affect ("I have strong feelings that don't seem like they
are mine."), which does not describe Bob's experience of
lack of affect associated with usually stressful events.
Bob indicated 0 occurrence for that item.
In fact. Bob endorsed only three items on the A-DES,
rating an 8 out of 10 on item ten,
that I don't want to be,

("when I am somewhere

I can go away in my mind") rating

5 on item twenty ("People tell me that I sometimes act so
differently that I seem like a different person"), and
rating 5 on item 27

("I feel like my past is a puzzle and

some of the pieces are missing"). It may be that rather
than dissociating strong affect. Bob does not experience
the affect in the first place. This is consistent with his
assertion that he "thinks before he feels."
Coping. On the Ways of Coping Scale, Bob indicated
greatest use of planful problem solving, consistent with
his picture of himself as in control. Accepting
responsibility, seeking social support (although only for
practical purposes like advice,

information and concrete

action, not for emotional support), and problem reappraisal
were other subscales the items of which Bob endorsed. His
sense of himself as a leader, and having the power and
responsibility of influencing others is consistent with the
theme of accepting responsibility. He demonstrated his
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ability for problem reappraisal with his discussion of the
positive aspects of his exposure to violence and
punishments within the Department of Youth Services
facility. He saw violence as contributing to his education,
helping to make him independent, self-sufficient and
skilled. As in his responses to the Impact of Events Scale,
Bob endorsed no items on the Escape/Avoidance sub scale,
including an item asking about use of eating, drinking,
smoking, using drugs, or medications to make oneself feel
better, despite his indication in the interview that he
does drink.
Given Bob's reported alcohol consumption this
information seems somewhat inconsistent. One possibility is
that Bob may see his alcohol consumption as recreational
rather than as a way to avoid his feelings about his
friend's death. Another is that he demonstrating classic
denial. Alternatively, he may see his consumption as a way
to experience more fully his feelings for his friend. This
is a commonly reported construction of drinking activity by
grieving teenagers, especially if the substance using
activity was one that was shared with the deceased.
Carl
Carl identified primary themes related to race,
religious philosophy and traumatic events.
Background Information. Carl is a 17 year old Muslim
Afro-Cuban male in 11th grade. He lives with his mother who
is 37, college educated and self-employed. He reports he is
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obtaining B level grades. He denies any problems with
suspensions or arrests in the past year, reports
involvement with Department of Youth Services and has been
in therapy on and off since 1993. He also denies use of
drugs and alcohol. He is someone who had been in a great
deal of trouble previously, with problems with illegal
activity and dropping out of school, but who has made
significant changes in his life with therapy and activation
of his religious faith.
Life Events. Carl's exposure to stressful events has
been extreme, and many of the events have been violent
ones. According to his responses to the Life Events Survey,
the most upsetting events that have occurred to him during
the past six months have included conflict between his
parents, being beaten up, his family being robbed, worry
about AIDS, and a family member's use of drugs or alcohol.
During this time he has also worried about his parents'
health and safety, and has been hassled by the police.
Events that have happened during the past 6 months, but
that Carl reported as not upsetting included hearing gun
shots, trying to keep his parents from arguing, being
arrested, taking care of family members, using drugs or
alcohol and changing schools.
Events that Carl scored as most upsetting that
occurred prior to six months ago included seeing someone
murdered, having a family member killed by someone, being
pressured to do something sexually that he did not want to
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do, and living in a home that was too crowded. Other
stressors that occurred prior to 6 months ago, but which
Carl reported were less upsetting included the death of a
pet, being yelled at or hit by his parents, seeing someone
get shot or stabbed and failing a grade in school. He also
reported that a family member died and the family moved to
a new home, but that these last two events were not
upsetting.
Exposure to Violence. Carl reported on the Survey of
Exposure to Violence his most upsetting experiences as
including being threatened with racist violence, being
chased, being in a serious accident, being stopped or
arrested by police, being threatened with harm, being
beaten, being injured by a knife or gun and being sexually
assaulted. Many of these events also happened to people he
knew and to strangers. He also reported as most upsetting
that someone he knew was threatened with a gun and
seriously wounded in a violent attack. Carl reported being
asked to use drugs, seeing someone hold a gun, and seeing
someone he knew shot at as moderately upsetting. Carl was 5
when the first incident of violence occurred. He reported
that violent events happen every month, and that the most
recent was 1-3 weeks ago. Most of the perpetrators were
adult acquaintances; victims have included friends, family,
acquaintances and strangers of all age categories
(children, teens and adults).
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Interview. During the interview, Carl spoke extremely
softly, was often difficult to hear, and used a great deal
of street slang. He carried with him a sense of calm and
patience, and took time to explain what he was saying when
the interviewer did not understand his vocabulary. His
affect was somewhat flat.
Carl chose to talk about an incident in which a friend
of his was shot while he was with him. His friend's brother
was involved in a drug deal across the street from a store
where Carl and his friend were exiting. Carl turned to go
back into the store to get something he forgot. At that
moment they heard shots and ran into the store. After the
incident was over when they were walking home, his friend
collapsed, and they realized he had been shot. His friend
thought it was fun, like being in the cowboy movies,
("that's fat; he thought it was dope"). The ironic fact was
that the friend was shot by his friend's own brother. Carl
went to get his friend's mother. His friend survived.
Carl was philosophical about the incident.

"It's

[danger, death] all part of life." His sense is that what
happens to people is up to God "If God wanted it to happen
to me, it would." He does not believe people have the
ability to prevent violence. His way of dealing with
violence is to accept it as a normal part of life. He also
sees violence and unfortunate events as serving the purpose
of providing incentive for moral behavior.

"If nobody ever

died, nobody would do right," he explained. He sees
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violence as the logical response to inappropriate behavior
(stealing,

infidelity,

etc.)*

Carl did identify some things

that a person could do to avoid violence:

"be careful,

honest and open," making reference to an acquaintance who
s'

was stabbed for going out with another

"dude's"

girl.

He also saw people involved in violence as integral
parts of a community capable of good and bad.
the friend's brother

(who did the shooting)

He spoke of

as a wise man,

a drug dealer from whom the kids in the community have
learned a great deal.
his right decisions.
school.

.

.

"We learn from his mistakes and from
He's the one who got me back into

.he's struggled in life,

Cognitive Style.

he's so real."

Carl's narrative was difficult to

categorize according to cognitive level of functioning.

He

expressed very little information about his emotional
experience,

and tended to provide very few details in his

step by step description of the event.

Although he was able

to talk about some abstract notions of the meaning of death
in life and the motivation for moral behavior,

his

conception of these issues is on a concrete level,
essentially an eye for an eye.
something against you,

If someone is doing

even if it is only about money,

Carl's mind one has the right to fight back physically,
death might be a result.

and

Carl identified racism ("being

treated stereotypically")
systems level thinking.

in

as violence,

Overall,
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indicating some

early formal operational

best describes his level of functioning demonstrated in the
interview.
Assumptions.

Carl's conceptualization of his

experience of violence suggests that he has no assumption
about the world as a safe place. He does, however, seem to
have a sense of the world as a meaningful place, in which
human trespasses are likely to result in negative results,
and seemingly meaningless events have a purpose that God
knows, but that humans are unlikely to understand. There is
a sense of justice, but it may not be understandable.

In

this system, humans have limited personal agency, but God
directs fate. It is not clear how Carl feels about his own
sense of worth.

It is probable that his sense of self-worth

may be tied to his sense of faith, and that as long as he
feels close to God, he will feel worthy.
Trauma Symptoms. Carl used the shooting death of one
of his friends, which he witnessed, as the basis for his
answers to the Impact of Events Scale. Carl met criteria
for PTSD, reporting frequent occurrence of avoidance (2.5),
intrusion and hyper arousal symptoms. He often feels as if
the event did not happen or was not real, and actively
tries not to think about it. He sometimes stays away from
reminders of the event, is aware that he has not dealt with
a lot of feelings he has about the event, and tries not to
talk about it. His symptoms of intrusion (3.86) include
frequent experience of reminders bringing back feelings
about the event, difficulty staying asleep, thinking about
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it when he did not mean to, and having pictures of the
event come into his mind. He also reported sometimes having
dreams about it. Of hyper arousal symptoms (4), he reported
often feeling irritable and angry,

jumpy and easily

S'

startled. He also reports often having trouble falling
asleep, trouble concentrating and feeling watchful and onguard. He sometimes has physical reactions to reminders of
the event.
Carl's score on the A-DES (.60) is very low,
indicating very few experiences of dissociation. He
endorsed the statement "When I am somewhere that I don't
want to be, I can go away in my mind" at 8 out of 10 (10
=always), item 12,

"I catch myself "waking up" in the

middle of doing something" at 1 out of 10, item 17,

"I find

that I can make physical pain go away" at 4, and item 22,
"I find writings, drawings or letters that I must have
done, but I can't remember doing" at 5. Carl departs from
the trend in the data that those meeting criteria for PTSD
tend to have elevated A-DES scores,

suggesting that meeting

criteria for PTSD does not necessarily mean that one
dissociates.
Coping. On the Ways of Coping questionnaire, Carl
indicated that his coping strategies for a recent stressful
event included a wide range of strategies, representing all
of the categories, with little difference between
categories in the frequency of use. He placed slightly more
emphasis on strategies within the Problem Reappraisal

101

category (16%), including having changed or grown as a
person, having come out of the experience better than when
he went in, having rediscovered what is important in life,
and having prayed.
Next in frequency of use were escape/avoidance,
seeking social support (both practical and emotional),
planful problem solving and self-control categories of
coping strategies Carl reported using. He also endorsed
strategies,

although to a lesser degree, in the confrontive

(expressed anger,

fought for what he wanted), distancing,

and accepting responsibility strategy categories.
The emphasis of positive reappraisal as a relatively
dominant coping style is consistent with Carl's
philosophical and spiritual approach to understanding the
violence in his life. It is also an approach that is
consistent with an experience of violence that has been
largely beyond his control. Carl has been exposed to every
category of violence,

from the most personal to the most

pervasive: domestic, community, sexual abuse, and racism.
One could argue that as an Afro Cuban male Carl has
experienced a greater degree of environmental violence and
toxicity that is unconnected to his behavior, but is based
solely on the color of his skin, something over which he
has no control.
While positive reappraisal emerged as a relatively
dominant coping strategy, there is a lack of a clearly
predominant coping strategy, which may represent- an
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undifferentiated coping style. An undifferentiated coping
style can be more of a liability because it tends to be
inefficient.
Summary and Synthesis of Case Studies
In the following section themes emerging from the case
analyses are discussed, including frequency and type of
exposure to violence, quality of the care-giving
environment,

levels of functioning, improvement of

relationships and development of resources, trauma symptoms
and dissociation, cognitive functioning, assumptions, and
coping.
Frequency and Type of Exposure
Common to the experiences of the subjects of these
case analyses are multiple incidents of exposure to
violence. All of these subjects reported experiencing at
least 6 events, most reported at least 17. Examining the
data on a case by case basis indicated individual
differences in the experience of violence, but little
indication of trends according to gender. The majority of
subjects (one of the two females, and two of the three
males) in the case analyses reported having experienced
sexual victimization.

It is possible that the males'

comfort with the therapeutic setting contributed to their
disclosure, whereas in other studies, male reporting of
sexual victimization is usually lower than that of females.
In only one case (Cathy) was there experience of violence
only occurring in the home, and not in the larger
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community, as well. It may be that subjects with her type
of experience are represented in greater numbers in
previous studies.
Instability in Care-giving Environment
Also common to the subjects of the case analyses is
some (though varying) degree of instability in the care
giving environment. Sally experienced conflict with her
stepfather (she seems to have had the most stable care
giving environment), Cathy lost the support of her mother
with her disclosure of physical abuse by her mother's
brother and was separated from both parents, Alberto's
mother and grandmother died,

and he was separated from his

father. Bob was raised by his grandmother, and has little
and conflicted contact with his father, and Carl has had
little contact with his father.
Despite having comparable levels of exposure and
significant trauma symptomatology, Sally has not
experienced the same degree of difficulty with her care
giving environment or with authority figures in the
community and institutions, nor has she been required, nor
has she chosen to engage in therapy.
Levels of Dysfunction and Subsequent Interventions
Despite unstable home experiences, significant losses
and what amounts to chronic exposure to violence and other
trauma, these adolescents are currently functioning fairly
well,

although some have experienced greater levels of

dysfunction along the way. Cathy and Alberto both required
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long term foster care, and Bob has been in a youth
detention center. These three and Carl have had problems
with acting out and aggressive behavior requiring
interactions with state institutions such as the Department
of Social Services and the Department of Youth Services.
Cathy and Bob have experienced periods of suicidality. The
severity of their dysfunction and the associated
involvement with state institutions was largely responsible
for their engaging in therapy. The supports they have
received,

including treatment for the more severe

psychological symptoms, the facilitation of development of
coping skills and insight,

should be considered

contributors to their current level of positive
functioning.

It is likely that their symptoms of trauma

were more severe closer in time to the occurrence of the
events, and prior to their participation in therapy. The
experience of having been in therapy may have also
contributed to the overall ease of disclosing sensitive
information in the interviews.
Interventions by the state in attempts to provide
safety and security often times resulted in further
traumatization — separation from her father had very
negative impact on Cathy, Alberto was exposed to murder of
his friend. On the other hand. Bob and Carl report positive
effect of their involvement with state services.
Experiencing trauma symptoms does not imply an
inability to function as is demonstrated by the experience
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of Sally, Cathy, Alberto and Carl, who are currently
functioning adequately in the community, and who report
significant trauma symptoms.
Improving Relationships and Developing Resources
Common to all of the subjects in the case analyses are
the experience of improving relationships with caregivers.
Cathy was happily reunited with her father and is working
on improving her relationship with her mother, Alberto is
taking risks of increased communication with his father
with positive results, Carl is using his faith and
spirituality and his connections with role models in his
community to find positive coping strategies. The positive
development of these three adolescents coincides with their
work in therapy. Bob continues to remain aloof and noncommunicative from his grandmother and father, but is just
developing his relationship to his therapist. Sally, who is
not in therapy, reports a positive connection with her
mother, although she does report friction with her
stepfather, and a lack of close friendships. Also, all of
the subjects are in school and following through with
academic goals.
Trauma and Dissociation Symptoms
Of the case analyses, one of each gender, Sally and
Carl, met criteria for diagnosis of PTSD (sub-scale
averages on the IES of 3 or above). Another of each gender,
Cathy and Alberto, obtained significant scores (if we use
Alberto's scores related to being blamed for his mother s
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death) that were slightly lower than the criterion, but
still within one standard deviation of criterion level.
Only Bob's responses clearly indicated that he did not meet
criteria for PTSD. Clearly the case analyses do not
indicate significant gender differences in trauma
symptomatology.
Dissociation appears to be an occasional experience
for Sally and Cathy, but not for Alberto, Bob or Carl, who
rarely experience the types of events described in the ADES. There is indication that this is not a gender-related
difference, however, because males and females in the
school sample reported significant levels of dissociation.
This is an issue that requires further study. The
difference between the clinic and the school based male
subjects'

reporting may relate to methodological issues.

Cognitive Functioning
Cognitive functioning proved to be a slippery concept
to assess. Subjects tended to demonstrate a range of
functioning, but when discussing stressful events, to
demonstrate a preference. Sally and Cathy were able to
access their affective response to stressors easily, to
recount events chronologically and to make generalizations,
and to address systems issues. Of the males, Alberto very
easily accessed his feelings associated with traumatic
events, while Bob and Carl were more distant in their
descriptions of their feelings in reference to experiences
of violence. Bob had a definite preference for the
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analytical.

Individual differences in cognitive style seem

to be more relevant than gender differences, although one
might hypothesize a tendency in males to distance from
affect. Such a tendency might account for greater frequency
of reporting of trauma symptoms

(especially intrusive

ideation and feelings) by female adolescents, but this is
not clearly demonstrated in these case analyses.
Assumptions
Assumptions about violence and the world and personal
agency vary from individual to individual, with some
apparently gender related trends.

It seems that most of

these subjects do not see the world as a benevolent place,
although Sally, Cathy and Alberto seem to think that it
should be a safer place than it is. They (Sally, Cathy and
Alberto)

see violence as a negative, unwanted phenomenon,

while Bob and Carl see violence as a part of their world
that has a function.

It is likely that seeing violence as

instrumental is probably related to male socialization, and
likely to contribute to gender differences in the
experience of trauma and in attributions about symptoms.
Whether the world has meaning, and events seem
understandable,

and therefore, that one experiences a sense

of personal agency, varies with the individual's
experiences, but is also related to the notion of whether
violence is seen as instrumental or not. Cathy questions
why people perpetrate violence, but has a sense that her
actions have an effect and that one can exert some control
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over one's experience. Sally, on the other hand, does not
share the same sense of empowerment. She attributes
violence to greed and racism, finding some meaning there,
but does not feel she is able to affect her experience in
the world. Alberto also suffers a sense of powerlessness,
having been unable to prevent his friend's death, and
having been blamed for his mother's death. Bob, on the
other hand feels totally in control (falsely?), and is in a
position of needing to justify the violence he has
perpetrated. His world has meaning, and he has a strong
sense of personal agency. Carl's sense of the world is also
one that is meaningful, because of his religious faith, but
his sense of personal agency is limited because God is seen
as having ultimate power and ability. Traditional gender
socialization may result in females developing a poor sense
of personal agency that might be reinforced by traumatic
experience. Likewise, the experience of oppression of any
type is likely to produce reduced sense of personal agency.
Reduced sense of agency may also be related to normal
experience of more collectivist cultures.
Coping
Case subjects' differences in coping strategies as
indicated by responses on the Ways of Coping Scale
demonstrate individual differences as well as gender
influence. Sally's primary coping strategies were to seek
social support and to distance, Cathy's and Bob's was
problem solving. Alberto indicated primary use of problem
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reappraisal and Carl was undifferentiated, but with
emphasis on problem reappraisal.

It is important to note

that Alberto, Bob and Carl indicated significant use of
social support as well, even though it was not the primarystrategy. Bob reported only use of seeking practical social
support (e.g. information), rather than emotional support.
Clearly this sample is small and care must be taken in
arriving at too many conclusions, especially since it is a
clinical sample. However,

some themes suggest themselves in

considering exposure to violence, trauma symptom severity
and coping strategies as indicated in interview data as
well as the WOCQ. First of all, the teenagers who have more
active coping strategies as their dominant coping
strategies
symptoms

(Cathy and Bob) report less severe trauma

(although Cathy reports more significant symptoms

than Bob). These two subjects also happen to be the only
White subjects in the group of interviewees.
This active coping style is not always a positive
characteristic. For Bob, active coping has been expressed
as perpetrating violence and crime within the gang, which
resulted in his incarceration and in greater exposure to
violence. Cathy's "active coping"

(running away) resulted

in her being placed in foster care and separated from her
father, the only adult she trusted.

It also resulted in

charges of assault (hitting foster mother when she was
trying to take the car). Discussion of possible issues
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relating to coping strategies,

race and community violence

will be discussed in the next chapter.
The quantitative results provided information
regarding differences between male and female subjects
PTSD diagnosis,

relation of dissociation to PTSD,

trends

in coping strategies,

social

support.

hand,

in particular,

and

in the use of

The individual case analyses,

on the other

demonstrated exceptions to the generalizations

common factors

across

gender,

will discuss

interacting factors.
the

and

illustrated the range of

experience within each gender category,
complexity of

in

findings.

ill

The

and highlighted the
following chapter

CHAPTER 5
DISCUSSION
^

Introduction

This chapter discusses the results of the exploratorystudy,

both significant findings

results,

and their relationship to the existing literature.

Limitations of the

study will be presented and

recommendations made
results

and non-significant

for further study.

Expectations of

from a proposed larger study will also be

discussed.

The chapter will present implications of the

current findings
recommendations

for clinical work and school
for

settings,

future research and conclusions.
Overview

This
males

study investigated the phenomenon that although

are thought to experience greater exposure to

community violence,

females report greater degree of PTSD

symptomatology.

study attempted to answer the following

The

research questions:

Do males report more exposure to

community violence and fewer PTSD and dissociative
symptoms?

Does type of victimization,

developmental

style,

cognitive

coping strategies,

or perpetrator

status have anything to do with the phenomenon?
The study partially replicated the effect,
demonstrating that significantly more
for PTSD than males.

Males reported greater exposure to

community violence than females,
significant.

females met criteria

PTSD symptoms

but the difference was not

(avoidance,
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intrusive re-

experiencing and average PTSD symptoms) were positively
correlated with symptoms of dissociation.
The “following factors were thought to contribute to
the sex difference phenomenon in exposure and
traumatization and were explored in the study:
between sex and coping strategies,
victimization,

relationship

between sex and type of

and between sex and cognitive developmental

style.
Analysis of data regarding sex differences in coping
indicates that although more males than females were found
to use social support as part of their coping repertoire,
females tended to report it

(33% of females)

coping strategy and males did not

as a primary

(0% of males).

In

contrast, males tended to report distancing as a primary
coping strategy
of females).

(37.5% of males), while females did not

Perhaps males resort to peer support when

distancing does not work.

Other high scoring strategies for

the females were accepting responsibility,
escape avoidance,

problem solving,

and self-controlling coping.

reported other primary coping strategies:
coping,

(0%

problem reappraisal,

The males

confrontive

and problem solving.

Overall,

males more than females reported significantly greater use
of problem reappraisal throughout their coping repertoire.
Subjects meeting criteria for PTSD reported significantly
more use of self—controlling coping strategies than those
not meeting PTSD criteria.

This effect seemed to be

unrelated to sex differences.
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Males and females in this sample did not differ
significantly in direct sexual victimization,

but females

reported greater incidence of sexual victimization in
people they knew.
Analysis of differences across sex in cognitive
developmental style indicated that a range of styles
including concrete,

formal and dialectical/systemic styles

was represented in the sample

(no sensorimotor style),

in expected frequencies across sex.

The majority of females

demonstrated a concrete operational style
portion

(16.7%)

and

(66.7%),

a

gave evidence of a formal operational

approach and a portion

(16.7%)

dialectical/systemic style.

demonstrated a

Half the males demonstrated a

concrete operational style and half a formal operational
style.

The differences across sex in cognitive

developmental level were not statistically significant in
this sample, but warrant further investigation in a larger
sample.

PTSD symptomatology did not vary across cognitive

developmental levels,

nor did use of coping strategies.

Case analyses of subjects from the Child Guidance
Clinic revealed range within sex/gender categories and the
complexity of interacting factors. All of the subjects were
exposed to multiple events of violence,

all experienced

instability in the care giving environment,

and all were in

the process of developing either family or therapeutic
relationships.
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Sally, a 15 year old African American high school
student who has been exposed to a variety of types of
violence as victim, witness, and vicarious family survivor
of primarily community as opposed to domestic violence
(including racism), reported trauma symptoms that reached
criteria for PTSD and occasional symptoms of dissociation.
She expressed outrage at racism and violence, but a sense
of powerlessness to effect change. Her primary coping
responses were seeking social support, distancing and selfcontrolling strategies. Her stories illustrated the costs
and benefits of social support.
Cathy, a

15 year old Caucasian victim of physical and

sexual abuse within her family who ran away and had bee in
foster placement before being reunited with her father,
reported symptoms just below criteria for diagnosis of PTSD
and occasional experience of dissociation. Although her
experience resulted in a realization that the world is not
safe, she experienced positive outcomes from her actions,
and has an intact sense of personal agency. Her coping
strategies are active, with an emphasis on planful problem¬
solving, self-controlling, problem reappraisal, distancing
and confrontive strategies. She is thoughtful and
impulsive, taking an active approach to problem solving,
and willing to harm others to fight for what she believes
is right.
Alberto is a 17 year old Puerto Rican male who has
suffered the loss of his mother and grandmother, each who
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had been his primary caretaker. He has been the victim and
witness of numerous acts of violence including sexual
assault and murder. He experiences significant trauma
symptoms and carries guilt related to his inability to
prevent his friend's murder, and having been unjustly
blamed for his mother's death. Alberto struggles to find
meaning in the world, and to develop a sense of personal
agency. These concepts are not intact for him. His coping
strategies focus on problem reappraisal, distancing,
seeking social support and confrontive strategies.
Bob is a 17 year old Caucasian ex-gang member who has
a long history as victim, witness and perpetrator of
violence in the home and community. He denied most symptoms
of PTSD or dissociation, although he claimed he can go away
in his mind when he does not want to be somewhere. He also
claimed to not be bothered by a long list of stressful
events in his life, and voiced appreciation for what the
negative experiences in his life have taught him. He has a
great deal of confidence regarding his ability to control
his situation and sees the world as meaningful and
predictable in its dangerousness. Violence for him is
instrumental, a way of exerting influence and power, but
had made a commitment not to engage in further criminal
activity. He indicated use of planful problem solving,
accepting responsibility, seeking social (practical)
support and problem reappraisal as his primary coping
strategies.

116

Carl,

a 17 year old Muslim Afro-Cuban male, has also

experienced a long history of violence as victim and
witness, including sexual assault and murder. He reported
symptoms of PTSD that met criteria for diagnosis, but
reported very few dissociative symptoms. His view of the
world is one of a dangerous place that has meaning through
acceptance of God's will, and that although God has the
ultimate power, people have responsibility for their
behavior. He reported use of a wide range of coping
strategies, with little difference between categories in
frequency of use, but slightly more emphasis on problem
reappraisal. He views violence as instrumental, if someone
is doing something against you, even if it is only about
money, one has the right to fight back physically, and
death might be a result.
Implications of the findings are discussed next.
Sex Differences in Exposure and PTSD
The finding that females more than males meet criteria
for PTSD is consistent with studies in the literature that
found greater frequency of PTSD symptoms in females than
males (Berton and Stabb,
Singer, et al.,

1996; Breslau, et al.,

1991,

1995). However, results from this study

differ from the Breslau, et al.

(1991) and Berton and Stabb

(1996) studies regarding differential exposure to community
violence because no significant difference was found in
exposure across sex. This study is consistent with the
results of Pennoyer (1995) who found that although there

117

were no significant differences in exposure, and no
significant differences in PTSD symptomatology across sex,
more females than males met criteria for PTSD.
PTSD and Dissociation
The results from the study also concur with Pennoyer's
(1995) results in the relationship between PTSD and
dissociation. An important difference between the studies
is that this study used the adolescent version of the
Dissociative Experiences Scale (Armstrong et al.,

1997),

for which validity and reliability data are newly
available. Pennoyer had used the adult version of the
Dissociative Experiences Scale (Carlson & Putnam,

1993),

which was not intended for use with subjects younger than
eighteen. The study's results confirm Pennoyer's findings,
and will help to validate the A-DES in a community sample
and with survivors of community violence.
Comparing the average A-DES scores for those meeting
criteria for PTSD with data from a validation study of the
A-DES suggests that this sample is reporting fairly high
dissociation scores for a non-inpatient population. The
average for the non-PTSD group is comparable to the average
scores for affective disorders, suggesting that other
diagnostic categories may be represented in the sample,
such as depression. Clearly, there are also exceptions to
the trend. Carl illustrates a person with a high level of
trauma symptoms, but low experience of dissociative
phenomenon.
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Coping Strategies as a Contributing Factor in Sex
Differences
Clear differences were found between males and females
in the use of coping strategies in the quantitative data.
That a proportion of females tend to use social support and
accepting responsibility as primary coping strategies is
evidence supporting the relational orientation of some
females

(Gilligan,

1982).

It would be interesting to

explore the role of gender identity and traditional female
socialization in those reporting primary use of social
support and PTSD symptomatology. Perhaps this tendency
places females at risk for psychological distress because
of the resources expended in caring for others (Hobfoll &
Vaux,

1991). An example of relational orientation that

placed a subject in physical danger was one subject who was
severely beaten by a family member after intervening in the
beating of a sibling.

Interestingly that subject obtained a

very low score on the seeking social support sub scale of
the WOCQ. Future research should gather information about
social support given as well as sought. A combination of
relational orientation and exposure to community violence
may raise the risk of PTSD symptoms because one's
assumptions about good will and caring will be challenged,
resulting in a need for more processing of cognitively
dissonant information.
It is important to note that a low score on the
seeking social support sub-scale of the WOCQ does not

119

necessarily mean that social support is not important.
Cathy is a good example. She reported very little seeking
of social support on the questionnaire, but it was clear
from her interview that lack of support from her mother,
responsibility toward her brother and winning support from
her father were very important in her experience of
physical abuse by her uncle. Clearly the pen and paper,
standardized instruments are not sufficient in measuring
these factors.
The finding that those meeting criteria for PTSD
reported greater use of self-controlling coping, may
indicate that one set of coping strategies places females
at risk, but that once dealing with clinical levels of
PTSD, coping with impulsiveness and arousal that is part of
the PTSD symptom picture becomes a priority.
Distancing and confrontive coping strategies of males
may relate to skills males are socialized to develop in
dealing with violent encounters. To be able to size up an
opponent, take on an aggressor when necessary and distance
themselves emotionally from affect related to aggression
may contribute to the psychological health of combatants.
However, engaging in such strategies tends to contribute to
the maintenance of aggression which results in a greater
risk of physical injury and death. An example is the
experience of a young man who described his involvement in
a riot between members of rival gangs in a DYS facility. He
took the opportunity to physically assault individuals whom
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he disliked, or who had mistreated him in the past, but
avoided those he did not feel capable of overpowering in a
fight. The ability to distance affect associated with
violent injury and death is illustrated by the experience
of an adolescent male whose friend was caught in the
crossfire of a gun battle between the friend's brother and
a disgruntled acquaintance. The friend, upon realizing he
had been shot, thought the event was "dope,

" meaning

"cool" or "neat," because he felt something remarkable,
akin to starring in a cowboys and Indians movie, had
happened to him. Another example of a male tendency to
distance emotionally was the attitude of several subjects
that a beating by parents, even if severe, would not be
counted as violence if the subject felt he "deserved" the
beating.
The finding that males do use social support as a
coping strategy within their repertoire suggests two
interpretations. One,

it helps to paint a picture of males

as more variable than their stereotypes. Clearly males are
capable of and do engage in appropriate use of social
support. An example from the interviews is a young man
whose adopted sibling threatened to kill him and his
friend. Alberto (not his real name), very appropriately
informed his mother of this, but unfortunately was not
believed. Alberto's friend was murdered.
Another interpretation is that males engage in a
different type of social support than females. It is likely
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that,

for adolescents, a primary source of social support

will be peers. However, when many adolescent males are
involved in urban gangs, the social support provided may
contribute to increased risk of physical injury and death.
Perhaps ambivalence about this resource causes them to
relegate it to secondary status. Another issues is that
social support can involve emotional support and practical
support. The case analyses demonstrated male subjects who
use both types and those who only use practical social
support.
Males'

greater use of problem reappraisal can be

interpreted as a strategy related to distancing. Violence
is reinterpreted as something else, e.g. child abuse is
reinterpreted as appropriate discipline. The
rationalization allows distancing from affect and reduced
distress.
Race and Coping
The qualitative data suggests the possibility of
racial differences in coping strategies. Active coping may
be more prevalent in White subjects and less prevalent in
teenagers of color and may have to do with the kind of
trauma experienced. Teens of color are exposed to racism, a
type of violence that is pervasive and insidious. It is
sometimes difficult to name, and more difficult to combat,
because alternative rationalizations are always available
to explain it away (especially a problem in the North,
where racism is expressed more subtly than in the South).
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Another issue is that for people of color, more active
coping is more dangerous, and more likely to be interpreted
as "acting out." The police and court systems are likely to
treat acting out by teens of color more harshly than they
will treat acting out by White teens. An example is the
experience of Sally's cousin who defended her aunt against
an attacker and was charged and jailed, while the attacker
was not. When the options are limited and there is little
chance of action being successful, and it might even make a
situation worse, one looks for alternatives, such as
looking at the situation differently (problem reappraisal),
use of escape/avoidance (sleeping, drinking, drugs), use of
social support, etc. The problem is that under such
conditions, it is likely that, if the problem continues or
is reactivated by subsequent trauma, then the symptoms of
trauma, intrusive thoughts and feelings, and hyper arousal
are likely to be exacerbated.
Gender Specific Victimization as a Contributing Factor in
Sex Differences
Sexual victimization is a variable that might account
for the differences in distress in females compared to
males, especially considering the literature documenting
the negative effects of child sexual abuse and rape (Browne
& Finkelhor, 1986). While this exploratory study did not
find a significant difference between males and females in
sexual victimization, it is possible that such a difference
exists, but the methodology and issues of social
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desirability prevented the retrieval of the information. It
is telling that, while some females in the study did
disclose sexual victimization, they were more likely than
males to identify a friend who experienced sexual
victimization. It is quite possible that due to issues of
discomfort, females reported their own victimization as
that of others.
Males may be reluctant to admit sexual victimization.
They may boast to each other about sexual victimization as
a conquest if the perpetrator is female, or just not talk
about it if the perpetrator is another male. In this study,
however, males, especially those in the clinical sample,
were surprisingly open about disclosing the experience of
sexual abuse, perhaps because, as a result of their
experience in therapy, they were familiar with the setting,
and with talking about themselves and difficult issues.
Until a better method of determining sexual
victimization status is available, the possibility that it
may be different for males and females, and may function as
a factor in differences across sex in PTSD diagnostic
criteria must continue to be considered.
Another factor in types of victimization is the
possibility that males experience more physical violence in
the home than they are reporting (Browne & Finkelhor,
1986). This supposition follows from the tendency,
mentioned above, of males to "not count" beatings by
parents if they felt they "deserved" it. This issue

124

underlines the importance of examining in future research
specific types of violence

(but perhaps not gaming it as

such for the subjects) and the location of the occurrence.
Cognitive Developmental Style as a Contributing Factor in
Sex Differences
The proposal that subjects with different cognitive
developmental styles would experience PTSD and use coping
strategies differently was not supported by the
quantitative data in this study, but it also was not
invalidated. The study represents an initial exploration of
the role of cognitive style in coping with community
violence. Limitations of the methodology prevented the
ability to tease out several complicating factors in the
proposed model. First of all, the model hypothesized levels
of recovery from PTSD and the idea that experience of PTSD
symptoms varies over the course of recovery. To properly
study the proposed relationship between PTSD and cognitive
developmental style, one would need to examine a sample of
subjects at different stages of recovery from PTSD and
representing different levels of cognitive developmental
functioning. That the results of the study indicated that
those meeting criteria for PTSD represented a range of
cognitive styles does not signify that the proposed model
is invalid. The pilot's methodology did not permit
identification of stage of recovery from PTSD, and the
sample had a great deal of variability in time since
trauma, severity of trauma, etc.
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The fact that a range of styles was identified in the
sample indicates that it is reasonable to investigate the
role of cognitive style in a larger study of adolescents
and trauma. One of the implications of the finding of range
of cognitive developmental levels in the sample is that
even in the context of chronic exposure to violence,
adolescents demonstrate an ability to develop abstract
reasoning and multiple perspective taking. In a setting
that demands attention to the concrete issues of safety, a
significant portion of the students are still able to find
meaning (formal style), and to appreciate multiple
perspectives, including systems issues
(dialectical/systemic style) in their environment.
Perpetrator Status and View of Violence as Instrumental
One factor that was discussed in the literature review
as a possible variable in the phenomenon of greater
reported PTSD symptomatology in females is the role of
perpetrator status of the subject. Examination of this
variable involves an understanding that people rarely fall
exclusively into one category or another of victim, witness
or perpetrator, but that at various points in time, and to
varying degrees, people play each role. The literature has
explored the possibility that the role of perpetrator of
violence brings with it reduced anxiety and distress
(Hickel & Newcomb, 1997; Vernberg & Zerger, 1997), with
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results that support the hypothesis.

The data also

indicates that males more than females report, perpetration
of violence.
Case analyses uncovered two subjects
who reported use of violence.

(Cathy and Bob)

Cathy's violence toward her

uncle occurred when she was defending her brother and
herself.

She also struck a DSS foster mother when she was

trying to run away.

In both these situations she did not

really want to hurt the other person,
primary,

other goals were

and she generally sees violence as negative.

on the other hand,

has history of anti-social behavior in

the context of gang activity,
instrumental.

Bob,

and sees violence as

Bob reported very few trauma symptoms, while

Cathy reported significant trauma symptoms,

although they

do not meet criteria for diagnosis of PTSD.
An attempt was made to measure this variable in this
exploratory study.

Subjects had an opportunity to report

incidents of violence in which they took an active role,
and to report if they have ever been arrested and on what
charges.

Some subjects did report incidents of active

violence and one reported having been arrested for assault
and battery.

This is a variable that deserves further

investigation with a modified methodology.

One possibility

would be to include a group of adolescents involved with
Massachusetts Department of Youth Services,

for whom

reliable data regarding criminal offenses would be known.
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Assumptions
Another explanation for the phenomenon of greater PTSD
in females is related to Janoff-Bulman's (1992) theory
about underlying assumptions and what happens to them when
someone is traumatized. According to Janoff-Bulman, trauma
forces the individual to question basic assumptions that
color their view of the world. She identifies three major
assumptions:

1) that the world is benevolent, 2) the world

is meaningful and 3) that the self is worthy. The
implications of these assumptions are that we expect the
world to be safe (benevolent), that we expect events to
have meaning (and not involve random acts of violence), and
we expect that if we are doing what we are supposed to,
good things will happen to us, rather than bad things. When
a trauma occurs, these assumptions are shattered. The
person is thrown into disequilibrium and,

in order to

function, must develop a new paradigm for understanding the
world. For many, especially the rape survivors JanoffBulman studied,
shift,

strategies are used to avoid a paradigm

such as blaming themselves for being victimized.

Janoff-Bulman asserts that this strategy helps to maintain
the assumption of the world as benevolent.
Perhaps female socialization reinforces those
assumptions for women, but male socialization reinforces a
slightly different set of assumptions for men. Perhaps the
world is not seen as benevolent, but as dangerous, and
somewhat chaotic. Perhaps men, especially inner city

128

adolescents, are socialized to expect violence, and to be
prepared to handle that violence. This would explain the
differences in coping strategies between male and female
adolescents, but would also indicate that difference in
coping strategies is a byproduct of different underlying
assumptions about one's self and the world. A byproduct of
these assumptions for males might be reduced reporting of
PTSD symptomatology, because their "training" serves as a
buffer reducing experience of the symptoms, or because it
results in attribution of symptoms to other causes.
The case analyses suggest that assumptions about the
world, violence and personal agency may indeed underlie
coping strategies and PTSD symptoms, but that a great deal
of variability exists within gender categories. Clearly
gender socialization is not automatic.

It depends on

environmental and personality factors.
Indeed, the case analyses demonstrated a range of
attitudes about safety, meaningfulness, personal agency and
self-esteem. Females were more likely to have assumptions
that the world should be safe,

seeing violence as negative.

Sally had a poor sense of personal agency, while Cathy was
confident in her ability to affect her situation. Cathy is
someone who feels the world is unsafe, but maintains a
sense of meaning and personal agency and self-esteem
because she had the experience of taking action that
affected her situation (protecting her brother, running
away from home, etc.). Males included those who took a
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negative view of violence, and those who attached
instrumental value. Bob illustrated the position of someone
who sees the world as dangerous, but meaningful, and
himself as powerful and effective, especially in his
ability to manage himself in violent situations. His
experience of PTSD symptoms is very low. Alberto has had
numerous experiences of powerlessness despite active
attempts, and experiences more significant PTSD symptoms.
Limitations of the Study
An exploratory study is hoped to uncover a variety of
ways of thinking about an issue, however it's ability to
reach definitive conclusions is limited. There are
limitations in the conclusions that can be reached from
quantitative data because of the statistical consequences
of a small sample size. The danger of discovering a false
positive hypothesis is increased with the number of
hypotheses tested. Certain statistical tests, such as
multiple regression, cannot be performed because of the
small sample size, making the data analysis more difficult
and less clear in demonstrating the relationships among
variables.
Another limitation is the fact that one of the
instruments, which was developed for the study, the BSCECV,
has not been tested for reliability and validity. Although
the instructions are clear, the format increases the
likelihood that some subjects might report having witnessed
events happening to others that they really only heard
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about. Direct victimization, however, seems to be reported
accurately. The instrument needs rewording of items related
to beatings by parents to overcome the tendency of subjects
to under-report child physical abuse. Additional questions
related to sexual victimization are needed, perhaps with
development of subscales for different types of violence:
domestic, gang related, sexual victimization, and so forth.
Difficulties exist in the attempt to quantify the
complex experiences of so many interacting variables. It is
especially difficult to measure dissociative experiences
since by virtue of the psychological mechanism, subjects
may not be aware of its occurrence. In addition the Ways of
Coping Scale, while well-developed with years of research
and validation behind it was limited in its ability to
identify social support strategies used by at least one
subject.
Limitations related to the role of social desirability
interfering with accurate reporting of sexual
victimization, perpetrator status and child abuse already
have been mentioned. It is possible that if subjects could
have completed the questionnaires individually, rather than
in small groups, this factor might have been reduced.
An obvious limitation of the study was the reliance on
subjective and retrospective reporting. Access to objective
measures, such as school records of grades, would have been
helpful as a measure of functioning to include in the data
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analysis. Subjects did report an estimate of their grades,
but permission was not granted to check these with school
records.
Retrospective studies,

like this one, run the risk of

information being distorted by time, memory, and changing
perceptions. Given the chronic nature of the violence
experienced by this sample, it might be possible to design
a prospective study that would more accurately measure the
occurrence of traumatic events, and the resulting sequelae.
While the study succeeds in providing fairly extensive
information about a sample of adolescents experiencing
chronic exposure to violence, there is very little range in
the level of exposure. There were no subjects not exposed
to violence. All subjects also reported numerous
significant life events separate from violence. Such a
sample has limited generalizability to larger populations.
Limitations also exist in the emphasis on distinctions
between categories of sex and gender, in that other factors
relating to the experience of community violence that may
be more important,

such as stability of care giving

environment or the development of skills and support
through the therapeutic process, or issues related to race
and oppression, may be overlooked.
Proposed Modifications for Continued Research
A number of methodological changes are proposed for a
larger study. Use of a more general trauma symptom
inventory (such as one developed by Briere,
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1995) might be

appropriate to explore other symptoms of distress besides
symptoms of PTSD. A measure of symptomatology as
conceptualized in Herman's (1992) complex PTSD would also
be appropriate (there is not yet one available for
adolescents).
Further development of the BSCECV is recommended, with
expansion of questions related to sexual victimization, as
is the use of a separate copy of the same checklist for
each category of experience: victim, witness, vicarious
witness, perpetrator. Development should include
computation of reliability coefficients and Cronbach's
alpha for the subscales once they are developed and
administered to a community sample.
Use of a standardized instrument for measuring DCT
level would facilitate continued exploration of the role of
cognitive developmental style in experience of trauma
symptoms.
The structured interview would be modified to more
formally identify underlying assumptions regarding safety,
personal agency and the meaning of events, in addition to
eliciting narratives for cognitive developmental level and
qualitative material.
Administration of instruments would occur at regular
intervals after a violent incident at an inner city high
school. The prospective design would allow the evaluation
of both chronic and acute exposure effects in the
population, and would also allow the exploration of changes
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in symptomatology over time, which would allow exploration
of the role of cognitive style in the recovery from trauma.
Inclusion of a comparative sample of adolescents
charged and convicted for violent crimes (residents of a
DYS facility) would assist in exploring the role of
perpetrator status in the experience of trauma symptoms.
Expected Outcomes of Proposed Research
It is expected that a larger study proposed would
demonstrate that males and females experience similar
degrees of victimization, but different types of
victimization. A greater degree of PTSD symptoms and
distress would be found in females than males, and this
would be related to differential underlying assumptions
across sex,

as well as sex-role identification. The

recovery process would mirror the cognitive developmental
process, with a tendency to end processing of the trauma at
either the baseline cognitive level, or the next level
(paradigm shifts facilitate cognitive development).
Implications for Clinical Practice
Clinicians need to be aware that as many as 30% of
adolescents exposed to community violence may have symptoms
of PTSD. Female adolescents are at greater risk for
distress than males. This may be a liability of a
relational orientation, of using social support coping
strategies that risk loss of more resources than are
gained, and of shattered assumptions about the safety and
meaningfulness of the world and the self. The danger of
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valuing life and relationships is that when they are
endangered we experience loss and distress. This symptom
picture has implications for prevention work and for
recovery work. The goals are to limit distress, facilitate
appropriate and functional paradigm shifts and teach useful
coping strategies that maximize safety.
Girls and boys may benefit from training recommended
by Sparks

(1996) for African American teen males at risk

for exposure to violent situations. She recommends teaching
an appraisal process whereby the subject can "size up" a
potentially violent situation as changeable or one in which
violence is unavoidable. For changeable situations
negotiation skills are used to facilitate non-violent
resolution.

Self-defense strategies will be used in

unavoidably violent situations.
It may be useful to teach girls to moderate
interaction with social supports so that individual
resources are protected, while it may be appropriate to
reinforce in boys the value of relationship.
Psycho education aimed at normalizing PTSD symptoms
will help adolescents understand their symptoms as signs of
the body and mind's processing of and healing from trauma.
Engaging with subjects at their preferred cognitive style
will facilitate processing. Facilitation of processing at
all of the cognitive levels, affective (sensorimotor),
behavioral (concrete), abstract (formal) and larger systems
issues

(dialectical/systemic) will lead to reduced
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dissociation greater variety of coping strategies, and
increased likelihood of functional meaning making.
Preventive work with families is important to improve
stable care giving environments and reduce violence such as
child abuse and domestic violence. Parents can_also be
taught how to develop relationships with their children in
order to facilitate their children's use of family support,
and to better recognize symptoms of trauma and
psychological distress. Positive disciplining strategies to
help parents use non-violent means of teaching their
children are necessary as are economic strategies aimed at
raising the standard of living, and thus reducing violence
related to poverty.
Therapeutic interventions for individuals in therapy
would need to be designed to work with the specific
experiences,

symptomatology and coping resources of the

individuals. An approach based on an understanding of a
trauma/grief recovery models
Herman,

(combining concepts from

1992 and (will add reference)), using the general

therapy themes of Safety, Remembering and Mourning and
Reconnection would provide a general shape for therapies.
Narrative therapy techniques (inspired by work of
Michael White and Janine Roberts - will add citations)
would provide a way of confronting the current manner of
information processing, developing new schemas and
integrating experience across functional modalities of
affect, behavior, meaning making and interpersonal
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relating, and would involve the assessment of cognitive
style and stage of recovery, and would result in different
treatment plans for specific therapeutic goals.
Interventions would be designed to address somatic/
affective functioning (sensorimotor), behavioral coping
(concrete), meaning making (formal operations), and family
and larger systems functioning (dialectical)

(will add

citation). Attention to coincidental stressors and symptoms
independent of the trauma would also be taken into
consideration.
Therapy might take place on individual,

family or

group basis depending on the issues, the possibilities for
solutions, and accessibility of family or group members.
Family issues needing attention when family members are not
available could be addressed within a group setting. Mixed
gender groups would provide the opportunity for addressing
gender issues such as gender socialization and sexual
victimization holding some sessions jointly (with males and
females together) and some sessions with gender specific
subgroups. Groups could be trauma focused, anti-violence or
anti-racism focused.
The clinical issues and implications for therapy for
each of the subjects of the case analyses are discussed
next.
Sally
Sally's narratives of witnessing an attempted murder
and her vicarious experience of her aunt's and cousin s

137

experience of assault and institutional racism are
characterized by a sense of powerlessness. She is dealing
with intrusive thoughts and images, avoidance and arousal
symptoms, and is preoccupied with a sense of responsibility
and guilt.
If she were interested in therapy, a treatment
approach would involve individual and family work.
Following establishment of rapport and addressing safety
issues, the therapist would witness her narrative of the
"bystander" role, facilitating Sally's organization of the
content of her experiences, and her emotional responses.
Specific techniques might include writing letters (not
to be sent) to the perpetrators, or the police documenting
the events and the impact on her, using descriptive
narratives or drawing to confront the sensory material and
distance from it by putting it on paper. Part of this
process would involve acknowledging and mourning the losses
that resulted from the experiences, the loss of trust, the
loss of innocence, the loss of a view of the world as a
benevolent place.
The next step would be to facilitate the creation of a
script of what she could have,

should have, or might have

wanted to do, and to take responsibility for not having
done those things. She might engage in a role play in which
she apologizes. She might discuss what she might need to do
before she might be forgiven, and when ready, ask for
forgiveness from those about whom she feels guilt (either
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symbolically through role play or in reality),
eventually from herself.

and

Part of this process would also

entail some explorations of her assumptions of what it
means to be female,
with others,

and the implications for relationships

and the fact that the society and her

socialization are partly to blame for her choices.
Next,

therapy would focus on the establishment of a

narrative of ways she has been responsible and actively
coping in her life,

in unrelated areas,

might include the traumatic material.

and in events that

She might tell the

stories with herself in the role of rescuer or intervener
or both violent and non-violent warrior
with the image of the TV character,

(one could play

Xena)

to assist in

changing her perspective of possibilities open to her.
Confronting the unspoken anger and violent desires
are present)

is important to defuse them.

could build on those developed in the
done" narratives.)

Periodically,

(if they

(These stories

"what she might have

family members might be

involved in family sessions to help her identify ways they
have seen her as responsible and actively coping within the
family,

or to help them witness her claiming of these

attributes.

Her conflict with her stepfather might need to

be addressed as a way to increase her coping resources by
increasing familial support. Approaching this issue from
the point of view of assisting her to deal with her
experiences of community violence might be a good back door
entry to address separate family issues bypassing otherwise
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present resistance. The family might also be involved in
helping to identify historical stories of resistance to
racism, of empowerment and positive, active coping.
When re-experiencing symptoms have abated as a result
of confronting them and helping to build new schemas that
lessen the effect of the cognitively dissonant schemas, and
having increased family support, Sally might be ready to
begin to get involved in community efforts aimed at
eliminating racism, or preventing or defusing violence,
such as a mediation program, or involvement in a teen
support group.

Individual and group work would focus on

facilitating the creation of a schema of the world as
complicated, with things that can be controlled and things
that cannot.
Cathy
Cathy has been in therapy for some time, and may feel
that she has already addressed her trauma issues, but her
interview indicated that she continues to focus on telling
the minute details

(concrete) of the events of being beaten

by her uncle, and she continues to experience significant
trauma symptoms of arousal, avoidance and re-experiencing.
Despite her ability to function at more sophisticated
cognitive levels, Cathy seems a little stuck in the
concrete experiencing of the event.
In terms of narrative themes, she has a schema of
herself as the rescuer/warrior, besieged, but victorious,
but she may benefit from allowing herself to experience the
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grief of being the victim, to feel the pain of the absence
of her mother's understanding, and her separation from the
family. Cathy could use some acknowledgment regarding how
adults in her life (uncle as abuser, mother as passive
bystander, father as both in the past) have let her down,
what they could have, should have, might have done
differently, and their taking responsibility for the
failure.
Family therapy for Cathy is an important component
because part of her predilection for active (and dangerous)
coping strategies relates to her parentification in the
face of passive and toxic parenting. If the adults in her
life take charge appropriately, as her father has begun to
do, she will not need to be the warrior (brother rescuer,
runaway, etc.).However, these changes need to be
articulated and supported within the therapeutic context.
Cathy will need to develop another positive role that still
has an active, but positive, coping component. She may
benefit from role plays, scripts and rituals, similar to
those suggested with Sally, in which she confronts her
uncle and mother symbolically (or in a controlled
situation, actively) and testifies as to the impact of
their behavior. Her father, and perhaps her mother, after
sufficient preparation, may assist Cathy in redefining
herself in her positive, active role, and in developing
their own, active parenting skills.
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Helping Cathy to slow down her decision making process
when she is threatened and to learn to evaluate risks
associated with a variety of coping strategies would be
important to assist her in making decisions with better
judgment about safety to herself and others.
Alberto
Alberto, to a greater extent than Sally or Cathy, is
dealing with intense feelings of loss and guilt relating to
the deaths of his mother, grandmother and his friend, as
well as issues with numerous other abandonments and
traumas, and is still bothered by intrusive images of
identifying his friend's body at the morgue. He has also
been through a great variety of therapies and residential
placement programs. While he has some significant trauma
symptoms they are not acute, and he is functioning well. In
addition he is developing his relationship with his father.
It may actually be advisable for Alberto to have a break
from therapy at a time when he is doing well.
Perhaps in the future he may decide to return to
therapy to address residual trauma issues. If so, a
therapeutic approach might use narrative techniques to work
through the loss and guilt relating to his mother's and
friend's death, using writing and role plays in ways
similar to those described above. Further assessment would
be necessary to determine to what extent issues related to
sexual victimization might be affecting Alberto.
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He might collaborate in designing a ritual for
absolving himself of responsibility for the deaths.
Further, letter writing might help Alberto to develop a
sense of relationship to his mother, grandmother or friend
in memory, depending on his construction of whsr happens in
death.

(Facilitating an arbitrary good-bye to the deceased

denies the reality that it is normal for human beings to
continue a sense of relationship with those who have died.)
Letter writing and memorial rituals could facilitate
resolution of guilt and forgiveness, and bring the focus
into the present with his creating narrative about himself
today. A role play could be designed in which the
therapist, or another client, in the case of group work,
could play the role of his mother or his friend, and read
something Alberto prepared about what he would have liked
to hear from them, perhaps telling him they know he tried
his best.
Work needs to be done, also, to fortify Alberto's
image of himself as successful, and the developing
relationship with his father may serve as the location for
this. In developing the stories of himself that he presents
to his father, he will be developing his sense of himself
with his father as a witness to mirror back the image. The
process will involve Alberto looking at his past with a
different lens and emphasizing successes, and emphasizing
the obstacles outside of himself that contributed to
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internal obstacles. In addition, his efforts at relating to
his father will be mirrored back to him as another success.
Bob
Bob is so distanced from his experience as a victim,
so skilled in his analytic abilities, that he lacks empathy
for others. It may be that the death of his friend, and the
long term consequences of living in a secure DYS facility
has helped to reverse that process, but his description of
the events leading to a charge of rape indicate continued
difficulty in this area. It might actually be indicative of
greater health if he demonstrated more in the way of a
trauma response to his stressors, so he could relate to the
experiences of others.
Interventions from a narrative approach, used in
individual work, might build on his emotional reaction to
his friend's death, and to access emotional responses to
his early experiences of trauma to help him to re¬
experience himself as a feeling person. With more emphasis
on experiential role-plays than on writing that introduces
too much distancing or analysis. Group work (with other
victim/perpetrators) might be helpful to facilitate his
listening to the stories of others, but it would need to be
a group in which confrontation was possible, and care would
be needed in preventing Bob' s use of manipulation of other
group members.
Individual work relating to family relationships,
exploring the circumstances of his separation from his
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mother and his relationships with grandmother and father,
would be important. This seems to be an area of
vulnerability for Bob that could represent an entry point
for assisting him in working through past traumas, and in
developing his relational skills. Family therapy might be a
possibility depending on the willingness of his father and
grandfather.
Carl
Carl presented with a long history of exposure to
violence, trauma, and engaging in dysfunctional, delinquent
behavior, but through interventions and relationships with
role models, has been able to get his life back on a more
positive track. However, Carl experiences significant
trauma symptoms, and could be at some risk to find
inappropriate ways to deal with the symptoms of hyper
arousal and intrusive thoughts and feelings, despite his
religious affiliation that helps him to maintain greater
discipline.
Therapy for Carl would focus on narratives of specific
traumas, working through painful imagery, identifying
conflicts and dissonant schemas, and developing alternative
schemas. Besides working through specific traumas of loss
or violence, attention to Carl's (and Sally's) experience
of chronic racism would need to be addressed, preferably in
a group format. Such a group might facilitate working
through the affective experiences, identifying coping
strategies (individual and group) and evaluating them for
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positive and negative outcomes, looking at the images or
schemas of being African American, Black, Person of Color,
etc. that are imposed by the larger society versus those
chosen by members of the communities of color, and the
relationships among the people and schemas across the color
and gender lines, expanding ideas about ways of being,
interventions and resistance, and concrete skill-building
emphasizing non-violent, coalition-building strategies.
Implications of Results for School Settings
One implication of high levels of dissociation in a
community sample of high school students is the likelihood
that conscious or unconscious dissociative coping
strategies will interfere with concentration on studies,
and with completion of school-related tasks. Interventions
aimed at facilitating recovery from PTSD symptoms, and
increased ability to focus and function effectively are
needed for this population. Appropriate screening and
referrals for individual and group counseling can be
arranged with guidance departments and community mental
health agencies.
Schools also can include curricula aimed at violence
prevention, teaching of coping strategies to reduce
violence, and coping strategies to help students manage
painful affect. Students are in need of programs that teach
alternatives to violence such as mediation skills, and non¬
violent self-defense. Females are in need of programs that
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encourage a range of coping strategies, including
moderating involvement in social support networks.
Conclusion
The results of this study indicate that male
adolescents may not experience greater exposure to
violence, but they do meet criteria for PTSD less often
than female adolescents. Differences across sex in coping
strategies do appear to be related to the phenomenon, with
a portion of males reporting primary coping strategies of
distancing and confrontive strategies and a portion of
females reporting primary coping strategies of seeking
social support and accepting responsibility. Coping
strategies may relate to underlying assumptions about
safety and personal agency and attitudes toward violence
which may be influenced by traditional gender
socialization. The data failed to support the idea that
differential experience of sexual victimization across sex
is related to the difference in PTSD diagnostic status;
however, this area deserves further study to rule out a
methodological reason for the lack of a finding. Support
for a relationship between cognitive style and sex as a
factor in differential experience of PTSD was neither
supported nor invalidated. Initial data indicate a range of
cognitive styles and more sophisticated research regarding
trauma recovery process is required to further explore the
relationship to sex differences in trauma.
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Finally, it is important to keep in mind the idea that
symptoms of trauma are indicative of processing of
unacceptable events, and that, in our quest to reduce
distress in a violent world, we should not contribute to
the increased tolerance of violence. It is a positive
attribute of human beings that we are distressed by
violence. While we need to assist adolescents' ability to
cope, our primary focus should be on reducing the violence
of our environments through systemic interventions.
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Principle Investigator: Alisa S. Beaver, M.Ed.
Affiliations: Child Guidance Clinic of Springfield and University of
Massachusetts at Amherst
Date: October/November, 1997
Title: Coping Strategies of Adolescents Exposed to Community
Violence
CONSENT TO PARTICIPATE IN A RESEARCH STUDY
Introduction:
You are invited to take part in a research study being conducted at
the Child Guidance Center by a clinician of the Child Guidance Clinic who is
also a doctoral student in Counseling Psychology at the University of
Massachusetts. The study will help service providers (counselors, therapists
and psychologists) understand the level of community violence to which
adolescents in urban areas of Massachusetts are exposed, and ways
adolescents and their families cope with traumatic events. The study will
help show what kind of services may be needed in the community and also
what kind of strategies teens and their families have found that help to
cope with violence and the effects of violence. Please read the following
carefully.
a) The decision to take part in this study is completely up to you. You
can say yes or no.
b) You may refuse to participate in this study without any impact on
your treatment if you are receiving services from the Child
Guidance Clinic.
Procedure:
You will complete survey questionnaires that ask about you and your
experiences. The questionnaires will ask what types of violence you may
have been exposed to, what effects those experiences may have had, how
you have coped with these experiences, and what supports have been
helpful to you. Completing the surveys will take approximately 1.5 hours.
You will be asked to participate in an interview with the investigator
that will last approximately 45 minutes. The interview will include
questions about what you remember about a particular incident of violence
that happened to you or someone you know, along with some general
questions about how you are doing these days. The total amount of time
taken by the study should not be more than 2.5 hours.
All participating teens will receive $5.00 for participating in the
study.
Data from the study will be analyzed statistically and qualitatively. A
research paper will discuss the findings, and may be submitted for
publication to an academic journal. Names of participants will not be used
in any papers resulting from this study. Instead pseudonyms (made-up
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names) will be used with any descriptions of specific experiences of the
subjects and these will be disguised to protect the privacy of participants.
Teens who take part in the study who are interested in talking with
other teens about their experiences in a discussion/support group led by
the researcher will be offered the opportunity to do so. If you are
interested in participating in such a group, please sign up with the
researcher. Support group meetings will occur after the study has been
completed. The content of the discussions will not be used in the study.
Rights of Participants:
1) You can withdraw from this study at any time without any consequences.
If you withdraw after having begun the study, you will still receive $5.00.
2) A counselor will be available to talk to if you would like to talk more
about your experiences, or if remembering your experiences is upsetting.
3) All information collected will remain confidential from other family
members and any clinic staff providing assistance in this research project,
unless information suggests that someone may be at imminent risk of
being harmed. In that case, the researcher will be responsible for making
sure that those at risk are safe from harm.
4) Your names will not appear on any of the questionnaires. Instead, the
questionnaires will be given an identification number. This information
will then be kept under lock and key in the investigator's office. A master
list of names and corresponding numbers will be kept in a separate office
also under lock and key.
5) The names of subjects will not be used in any research paper resulting
from this study; instead, pseudonyms (made-up names) and disguised
descriptions will be used with any examples of specific experiences of
adolescents. Copies of any research paper resulting from this study will be
available to participants at their request.

Questions: Please ask any questions you have about this study or parts of
rhis consent form. If at any time you should have further questions, please
call Alisa Beaver at (413) 732-7419.
I have read the above consent form and agree to participate in
this study.

Participant's Signature/Date
Signature/Date

Parent/Legal Guardian's
(if participant is under 18)

Witness/Date
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Community Violence Study
Demographic Questionnaire:
ID#:
Date of Birth:

Age:

Grade:

Racial affiliation(s):

Cultural/ethnic affiliation(s):

Religious affiliation(s):

Primary Language (s):

How are your doing in school this year?:
Failing
F's

Not so good
D's, E’s

OK
C's

Pretty good
B's

Great
A’s

Primary caretakers (please list):

Relation_Sex
1)

Age_Educ. level

2)
3)
4)
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Occupation

Income

In the past year have you been:

suspended from school:

arrested by the police:
(what were the charges)

In the past year have you or your family had involvement with:
Department of Youth Services:

Department of Social Services:

Have you ever been in therapy or counseling?:

when:

for how long:

Have you ever been hospitalized?

when:

why:

how long:
Do you use or abuse any mind—altering substances?:
smoke cigarettes
smoke marijuana
sniff cocaine
smoke cocaine
sniff heroin
IV heroin
LSD
other drugs
alcohol:
beer
wine
hard liquor
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Date_

ID_

Administered by_

Survey of Children's and Teen's Exposure to Community Violence
Listed below are various kinds of violence and things related to violence that you may
have experienced, seen, or heard about in real life, to the best of your
memory. Indicate your answer by circling the answer or answers that are true for you
for each type of event.
DO NOT INCLUDE IN YOUR ANSWERS THINGS YOU HAVE SEEN OR
HEARD ABOUT ONLY ON TV, RADIO, NEWS, OR IN THE MOVIES.
This survey asks some questions that might be considered personal. You can skip any
question if you do not want to answer it. Remember, this is a confidential survey. No
one will know these are your answers; not your parents, nor your friends, nor your
teachers.
Circle Y for ALL that you have seen, N for those you have not seen.
If it happened to you or someone else you know about, circle the person it happened to
(me, someone I know, or stranger). If you heard about something happening to
someone else, but you did not see it, circle N for Seen it? and circle who it happened to
(someone I know or stranger). For each event that you have experienced or heard
about, tell how upset (sad, angry, frustrated, etc.) you felt about it at the time it
happened.
(l=not upset 2=a little upset 3=moderately upset 4=extremely upset 5=the most upset
you ever get)
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Type of event_Seen it? Who did this happen to?

How ppset were vou?

Being chased

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Was asked to sell drugs

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Was asked to use drugs

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Serious accident

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Stopped or arrested
by police

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Seeing someone holding gun or
knife (not police)
Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Threatened w/ harm

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Threatened w/ a gun

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Threatened w/knife

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Being shot at

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Being beaten (include
beatings by parents
or guardians)

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Mugged or robbed

Y /N

Me

Someone I know

Stranger

1 2 3 4 5

Injured by knife or
gun

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Seriously wounded
in violent attack

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Sexually assaulted;
molested or raped

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Home broken into

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Someone tried to or did
kill themselves

Y/N

Me

Someone I know

Stranger

1 2 3 4 5

Someone died in an
accident

Y/N

Someone I know

Stranger

1 2 3 4 5

Someone was killed by
another person

Y/N

Someone I know

Stranger

1 2 3 4 5
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Have you been in a situation not listed above where you were very scared or thought that you
would get hurt badly or die?
Y/N
_times
How upset were you?
1 2 3 4 5
If this has happened to you, pick one situation and describe it in your own words:

If you have experienced one of the types of events in this questionnaire.
How old were you when one of these events first happened?_
When was the last time one of these events happened?
(a) 1-3 weeks ago
(b) 1 month ago
(c) 3-6 months ago

(g) over 5 years ago

(d) 6-12 months ago
(e) 1-2 years ago
(f) 3-5 years ago

How many times have these types of events happened to you?
(a) never
(b) 1 time
(c) 2 times

(d) 3 or 4 times
(e) 5 or 6 times
(f) 7 or 8 times

(g) at least once a month
(h) at least once a week
(i) almost every day

Who did this or these events? (circle as many as apply)
(Adult=18 and older, teen=13-17, child=12 and under)
Adult stranger
Parent/Guardian

Adult acquaintance
Adult Brother/Sister

Adult friend
Other adult relative

Teen stranger

Teen acquaintance
Teenage brother/sister

Teen friend
Other teen relative

Child stranger

Child acquaintance
Child brother/sister

Child friend
Other child relative

Me

Don't know

If you saw these eventss happen to someone else, who did they (or these things) happen to?
(What was the person's relationship to you?) (circle as many as apply)
Adult stranger
Parent/Guardian

Adult acquaintance
Brother/Sister

Adult friend
Other adult relative

Teen stranger

Teen acquaintance
Teenage brother/sister

Teen friend
Other teen relative

Child stranger

Child acquaintance
Child brother/sister

Child friend
Other child relative
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Community Violence Questionnaire/Interview

ID:_

This questionniare asks you to write the answers to questions
about an incident of violence that happened to you, that you
witnessed or that happened to someone you know well. Take a
moment to think about that event.
l)When did it happen? What happened (brief description)?

2) Imagine that situation before you. Pretend you are there again
(try to remember all the details you can).
What were you seeing?

What were you hearing?

What were you feeling (physically and emotionally)?
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L

3) What happened step by step in the situation from start to
finish? (include any details you might have left out of #1)

4) What did you do? What did you want to do?

5) Have you experienced other events of violence like this one? If
so, briefly write down what those events were.

6) How did you feel about the other events in #5?

7)Were the feelings similar to those that you had in the first
situation you wrote about? (explain)
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8) What do you think about these events of violence you have
experienced? In thinking about what happened, what stands out
for you most? What did you learn?

9) Did you ever talk to anyone about what happened in the first
situation?

How did they react?

10) How might other people be helpful to you in this situation
situation? What could your parents/teachers/friends do to help?

11) Think about the first situation you wrote about. How might
someone else in the situation have told the story?
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12) Do you think that violence is a problem for teenagers? Why?
What is your theory about this?

13) What do you think adults should be doing about this?

14) What do you think teenagers should be doing about this?
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Table 1
Means, Standard Deviations of Females and Males: PTSD Diagnosis,
Exposure and Direct Victimization

Females
Mean

Males
Mean

SD

F; Significance
SD

PTSD DX
.4167
.515
.1250
.354
10.775, p=.004*
(% meeting criteria average of 3 on each subscale of the IES-R)

Exposure
(# types
as victim
or witness)

9.83

4.428

12.875

Direct
3.33
Victims
(# types
as victims)

2.902

7.375

3.091

3.623

1.698; p=.209

1.554; p=.229

Table 2
Mean A-DES Scores and Standard Deviations for PTSD and NoPTSD Subjects

A-DES
Score

PTSD
Mean

3.2833

F; Significance

SD

No PTSD
Mean SD

2.113

2.135

8.380; p=.010*
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1.243

Table 3
Correlation Coefficients for A-DES and IES-R Scores

PTSDA

A-DES
1 .0000
(
20)
P= .

A-DES

.3930
(
20)
P= .043
1.0000

.3930

PTSDA
(Avoidance)

PTSDH
(Hyperarousal)

PTSDI
(Intrusion)

"

.

PTSDI

PTSDT

.2840

.4459

.3895

(
20)
P= .112

(
20)
P= .024

(
20)
P= .045

.6713

.7635

.8569

(
20)
P= .001

(
20)
P= .000

(
20)
P= .000

.8603

.9356

(
20)
P= .000

(
20)
P= .000

(
20)
P= .043

(
20)
P= .

.2840

.6713

(
20)
P= .112

(
20)
P= .001

(
20)
P= .

.4459

.7635

.8603

(
20)
P= .024

(
20)
P= .000

(
20)
P= .000

(
20)
P= .

.8569

.9356

.9571

(
20)
P= .000

(
20)
P= .000

(
20)
P= .000

PTSDT
.3895
(Total Average)(
20)
P= .045

(Coefficient /

PTSDH

(Cases)

1.0000

.9571

1.0000

(
20)
P= .000
1.0000
(
20)
P= .

/ 1-tailed Significance)

" is printed if a coefficient cannot be computed

Table 4
Mean WOCQ Scores

Females
Mean

(Seeking Social Support and Problem Reappraisal
Subscales) for Males and Females

F; Significance

SD

Males
Mean

SD

Seeking
Social
Support

.1300

.068

.1375

.035

4.409; p=.050

Problem
Reappraisal

.1033

.028

.1088

.059

7.319; p=.014
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Table 5
Mean WOCQ Scores

PTSD
Mean
WOCQ
Self
Controlling

.1417

(Self-Controlling Subscale)
Subjects

SD

.012

No PTSD
Mean

SD

.1214

.055
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for PTSD and No PTSD

F;

Significance

6.383; p=.021
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